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by R. L. SUTTON, M.D., Sc.D., LL.D., F.R.S. (EDIN), Profes- 
sor of Dermatology, University of Kansas, School of Medicine, 
and R. L. SUTTON, Jr., A.M., M.D., L.R.C.P. (EDIN). As- 
sistant Professor in Dermatology, University of Kansas, 
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Is the Skin 
the PERISCOPE to 
INTERNAL DISORDERS? 
Sutton and Sutton Say YES 
in DISEASES of the SKIN 


New 10th Edition. 1549 
Pages. 1452 Illustrations. 
21 Color Plates. 


PRICE $15.00 


In fact the new Tenth Edition of “Dis- 
eases of the Skin” emphasizes this new 
viewpoint —- ARE SKIN LESIONS DIS- 
EASES PER SE OR SIMPLY SKIN MANI- 

FESTATIONS OF INTERNAL DIS- 
ORDERS? This viewpoint opens a new 
vista in medicine! As a result, the material 
in the new edition has been arranged in a 
fashion radically different from the ar- 


rangement of the Ninth Edition. Illus- 
trations and text matter have been 
increased, and descriptions of all sig- 
nificant entities, syndromes, and con- 
cepts, and of many exotic, unusual, 

and even exceptional derma- 

toses have been incorporated. 


What Reviewers Say 


“This excellent book might easly be referred to as 
‘An Atlas of Skin Diseases’ because of its numerous 
illustrations. The subject of dermatology is pre- 
sented in a clear and comprehensive manner, mak- 
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ing the book a very valuable addition to the library 
not only of the dermatologist but of the general 
practitioner as well.’— PENNSYLVANIA MED- 
ICAL JOURNAL. 


“To attempt to describe the volume other than to 
say that it is encyclopedic of skin diseases is use- 
less, Every practitioner should have access to it.” 
—SOUTHWESTERN MEDICINE. 


“The excellence of this work is revealed by a care- 

examination of its contents. Although many of 
the descriptions of conditions in the text are brief, 

information is ample to give a good idea of the 
basic points necessary to identify the entity and 
there is a profuse number of excellent reproduc- 
tions of photographs to aid in the visualization of 
the disease."—JOURNAL OF THE AMERICAN 
MEDICAL ASSOCIATION. 


THE C. V. MOSBY COMPANY 
3525 Pine Blvd., St. Louis, Mo. 


Gentlemen: Send me Sutton and Sutton “DIS- 
EASES OF THE SKIN” priced at $15.00. 
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THERAPEUTIC DISCOVERIES 


attain full significance only when their wide clinical application is 
realized. The problems of large-scale production and distribution 
if | fall to the pharmaceutical manufacturer, and prompt solution 


depends upon adept research, experience in manufacturing, and 
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facilities for placing the new drug at the disposal of every physician. 
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INTRODUCTION 


Cardiological prognosis is always guesswork. We 
are as yet so ignorant of the various factors which 
affect heart disease that we cannot exactly predict 
its course, though we may know its final outcome. 
But step by step these factors are being studied and 
each new finding increases our accuracy in prognosis. 
The single guiding principle in attaining perfection 
in this field is the proper application of statistical 
methods which alone will enable us to sift mere 
clinical impressions from actual facts. 

While some features are common to all forms of 
heart disease, the subject can best be approached by 
studying separately the two large groups of heart 
disease, degenerative or hypertensive heart disease, 
and rheumatic heart disease. Later we shall consider 
heart disease in relation to two important fields: 
surgery and obstetrics. 


HYPERTENSIVE OR DEGENERATIVE HEART 
DISEASE 


Our real difficulty with this form of heart disease 
is that we know so little about it. Its cause, its onset 
and general course are all practically unknown. The 
cause is concealed deep in the constitution of the 
individual; almost certainly it is intimately connected 
with his hormonal, probably gonadal balance. All 
the explanations generally advanced such as strain 
and stress and “metabolic” disorders I consider less 
important, though by no means negligible. 

Almost certainly the onset is much earlier than 
we usually think. I need only remind you of Diehl’s 
observations at the University of Minnesota. 
Amongst young persons some will show hyperten- 
sion on excitement but not otherwise. This finding is 
often discarded as not important. But by following 


Authors Note: For many thoughts and arrangements of 
fact in this paper I am indebted to Aastrup’s “Prognostic 
Studies in Heart Disease.” Copenhagen 1937. 


*Presented at the 80th Annual Session of The Kansas Medical 
Sais, Topeka, May 3, 1939. Reprinting rights reserved by the 


a group of such students, now for over ten years 
Diehl has found evidence indicating that it is from 
these very people that the great army of hyperten- 
sives is recruited. 


As hypertension advances the pressure increases, 
but the rate at which this happens varies from case 
to case. Some patients will carry on at a certain level 
for many years, in others the pressure will rise 
within a few weeks. We do not always know the 
cause of this change. It is often stated that the pres- 
sure is first labile, and that it later becomes fixed 
at a higher level. I do not believe that the blood 
pressure ever becomes fixed, at least I have still to 
see such a patient. In most cases the blood pressure 
will vary around a higher average as time goes on, 
but it will almost always come down considerably 
on rest and sedation. 


The outcome of this disease is far better known; 
Bell and Clawson’s classical study on the subject can 
be accepted as typical Figure 1. This may be taken 
as the final outcome for all cases as a group; the 
time elapsed before it is reached varies considerably, 
and there seems to be an important difference be- 
tween men and women. Hypertension in men is 
usually first diagnosed in the fifties, amongst women 
almost a decade earlier, and in women it seems to 
take a more benign course as will be seen from 
Figure 2. The death rate over a seven and one-half or 
ten year period is much higher amongst men, and 
amongst women there is a definite relation between 
death rate and the height of the blood pressure, a 
relation which is much less marked in men. 


The onset of myocardial insufficiency may be 
anticipated by various changes: 

Most important of these is cardiac enlargement, 
because the chances and severity of congestive fail- 
ure are intimately associated with the degree of car- 
diac enlargement. The degree of cardiac enlarge- 
ment bears no certain proportion to the level of 
blood pressure; in fact, the relation is sometimes re- 
versed; a normal or low blood pressure is seen with 
large feeble hearts. Nor is there anything certain 
about the rate at which enlargement occurs. I have 
followed patients with very high blood pressure 
over a number of years without being able to dem- 
onstrate any increase in cardiac size by x-ray. In gen- 
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eral it may be said that the larger the heart the 
poorer the prognosis. 

The signs of early myocardial failure merge im- 
perceptibly with the signs of physiological fatigue; 
from these signs to those of advanced failure the 
transitions are gradual. The prognostic significance 
of myocardial failure is influenced by three factors: 
The severity of the signs, the rate of their progression 
and the underlying cause. 

The severity of. the signs may be in the manner 
suggested by the American Heart Association, and, 
naturally, the prognosis is worse the more advanced 
the failure. 

The rate at which failure progresses is an im- 
portant prognostic sign. Depending on the severity 
of the cause underlying the failure, the patient may 
progress slowly or rapidly. One should, therefore, 
never state the prognosis too definitely until the 
patient has been followed for some time. 

This same consideration applies still more to the 
cause of the heart failure. If the failure advances 
slowly and inexorably as the result of a progressive 
degenerative change in the cardiovascular system, 
the outlook is much more serious than if it has been 
caused by acute infection or overexertion. This ap- 
plies especially to the large group of congestive fail- 
ures which have been caused by acute respiratory in- 
fections. 

Age also influences the prognosis, the older the 
patient the greater the chances of a terminal pul- 
monary infection in addition to the failure. 

Finally, the response to treatment is in itself a 
valuable guide. Patients with the most trivial forms 
of failure may recover compensation simply from 
bed rest alone though most patients will benefit from 
digitalis. When the response to adequate doses of 
this drug is poor the outlook is gloomy, unless it can 
be explained by some factor which can be controlled, 
such as an acute infection. 

Of the common cardiac irregularities only auricu- 
lar fibrillation is of real prognostic importance. 
There are on record cases of long duration of this 
irregularity, it may even be the natural rhythm for 
some persons, but when it occurs as a complication 
of degenerative heart disease, it may be taken as a 
sign that the degenerative process has now advanced 
far and that failure is approaching. Unless embolism 
or pulmonary complications set in, the average dura- 
tion of life after the onset of auricular fibrillation 
is three to four years. Only if the arrhythmia develops 
after the age of sixty-five, the prognosis is somewhat 
better. 

The electrocardiogram is of great help in the prog- 
nosis of degenerative heart disease. If it is normal 
- the immediate outlook is good, very few patients 


die within the next three or four years from con- 
gestive failure. 

While the deep q-wave in the third lead is usually 
associated with myocardial damage, it more directly 
results from axis deviation, and, is, therefore, in 
itself, probably a matter of no great prognostic con- 
sequence. 

The characteristic T wave changes, on the other 
hand, are much less favorable, though even of this 
finding we may have formed an unduly pessimistic 
view. Most often they are found in patients who are 
being electrocardiographed because of cardiac symp- 
toms, and it is then not known how long they have 
been present during the asymptomatic stage. Not 
until patients with hypertension become more rou- 
tinely and regularly electrocardiographed can the 
prognosis of T wave changes be truly evaluated. 

Other changes, such as delay in auriculo-ventri- 
cular or intra-ventricular conduction of impulses, 
are usually of grave prognostic importance, though, 
of course, no electrocardiographic sign is of absolute 


. value. 


In summary, then, myocardial failure is the most 
common outcome in hypertension, but its onset is 
often delayed for many years. Some electrocardio- 
gtaphic signs and cardiac enlargement are warning 
signs that it may be approaching, though no sign is 
as certain as the approach of the failure itself; fall- 
ing vital capacity, rising venous pressure, increasing 
dyspnea on effort and rales at the bases of the lungs. 

Angina pectoris carries an even more uncertain 
prognosis, for any one attack may be fatal, and the 
dangerous complications of coronary occlusion may 
occur at any time. Therefore, the duration may be 
from one attack to thirty years, though the average is 
six to seven years. The point of most immediate 
value in the prognosis is the obvious one of fre- 
quency and severity of the attacks. A normal blood 
pressure adds about a year to the average prognosis, 
though most of the patients have hypertension. Also 
a normal electrocardiogram is favorable, though less 
so than in the absence of angina pectoris, for it is 
in this condition liable to sudden changes for the 
worse. In older persons, electrocardiograms are less 
valuable, the damage of which changes are evidence, 
seems less progressive and, on the other hand, even 
normal electrocardiogram is quite consistent with 
a myocardium of poor reserve. 

Coronary occlusion occurs most commonly in 
men above the age of forty-five, though it may, of 
course, also occur in others. In the absence of hyper- 
tension the diagnosis should be made with caution 
in women, and the younger the patient the more 
conclusive should the evidence be. Hypertension is 
a frequent etiological factor, as well as a family his- 
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tory of cardiovascular disease, and, especially, angina 
pectoris, or better coronary sclerosis, for this condi- 
tion may be asymptomatic. 

The prognosis, naturally, depends on the severity 
of the disease. While most of the severer attacks are 
now diagnosed, many of the lighter ones still pass 
unrecognized. The death rate of a given series, there- 
fore, depends on the accuracy of the diagnosis and 
the selection of the material. In the material reach- 
ing the receiving room of a general hospital the 
death rate is great, in the experience of a general 
medical service it is less and in the experience of one 
skilled in recognizing the lightest attacks it will be 
low. Consequently percentage estimates are of little 
value in the individual case; some have found the 
immediate mortality to be fifty per cent, Connor 
and Holt’s figure was sixteen per cent. 

Most patients die during and shortly after the 
attack, consequently the prognosis rapidly improves 
as the patient survives the first few days, especially 
after two months are the prospects bright that 
months or years will intervene before the next at- 
tack. 

The danger of a fatal outcome increases with each 
subsequent attack; Master, Jaffe and Dack found 
the death rate in the first attack, nine per cent, in 
the second twenty-two per cent and in the third 
forty-six per cent. 

If the patient survives the first attack Connor and 
Holt found that his chances of living one year were 
seventy-five per cent, two years fifty-six per cent, and 
five years twenty-one per cent. On the average, a 
patient who has had a coronary occlusion may ex- 
pect to live three years, though sometimes they sur- 
vive ten or even seventeen years. 

Contrary to the earlier belief the prognosis is 
about the same in occlusion of the posterior and of 
the anterior coronary artery. 

During the attack, the severity of the occlusion 
and consequently the immediate prognosis may be 
estimated by the general state of the patient, the 
degree and duration of the accompanying shock and 
drop in blood pressure. The more fever the more 
serious the case. Arrhythmias; extrasystoles and auri- 
cular fibrillation add to the gravity, and in the 
presence of bundle branch block, the prognosis is 
very grave. 

Coronary occlusion in young persons is rare, when 
it does occur it is often in the absence of angina 
pectoris, with normal sized heart and normal blood 
pressure. In these patients the prognosis seems to be 
much better than in older persons. 


RHEUMATIC HEART DISEASE 


_ In Rheumatic Heart Disease the correct diagnosis 
1s most important. The necessity for this statement 


is the fact that many persons are still living who 
years ago were condemned to an early death from 
“leaking valves’. They were misdiagnosed, having 
only functional murmurs. In its early stages the 
diagnosis of rheumatic heart disease offers difficul- 
ties to the most expert observer. 

When the diagnosis is certain the prognosis de- 
pends somewhat on the age at onset of the rheu- 
matic infection. In younger persons the disease may 
take a progressive and disastrous course. In about 
five per cent of young sufferers it will have run 
its course within a year, in ten per cent within five 
years. However, in the majority the acute infection 
subsides, the valvular lesions scar up, and the condi- 
tion may remain quiescent for many years. This is 
one of the fundamental changes in our concept of 
rheumatic heart disease. It has been brought about 
especially by the Frenchman Laubry. We used to 
think of this disease as a constantly progressive af- 
fair, gradually consuming the reserves of the heart. 
We now believe that frequently a state of equilibri- 
um is reached, during which the valvular lesion is 
not progressive and during which cardiac hyper- 
trophy is adequate. If nothing happens to upset this 
equilibrium it may last indefinitely and actually five 
to ten per cent of the patients reach the age of sev- 
enty years or more. This is especially true in the case 
of men, who are prone to aortic lesions which draw 
on the richer reserves of the left ventricle. The 
younger patients offer the better prognosis once the 
lesion has become arrested; if the rheumatic infec- 
tion first occurs in adult age the life expectancy is 
not so good. 

To express these observations in figures is not 
easy, for the results obtained by statistical studies 
depend so largely upon the source of the material. 
Amongst persons with rheumatic heart disease who 
reach adult life, probably twenty-five to forty per 
cent survive the age of forty years. The very im- 
portant therapeutic principles deducted from these 
observations I am sure will be brought out in the 
round table discussion. 

As the patient with rheumatic heart disease ad- 
vances through life, he is threatened with various 
dangers (Figure 3), during childhood and adoles- 
cence the rheumatic carditis itself is most likely to 
prove fatal, and here we are, of course, not thinking 
only of endocarditis; the infection attacks every 
structure in the heart; endocardium, myocardium and 
pericardium, even the peripheral arteries suffer dem- 
onstrable lesions. A little later, during early adult life, 
bacterial endocarditis is most to be feared: While 
this complication may occur at any age, I believe it 
predominates during the period after the acute rheu- 
matic infection has quieted down and before the 
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threat of decompensation becomes a reality. Even 
then the valves form a site of minor resistance to 
organisms circulating in the bloodstream. In bac- 
terial endocarditis the prognosis is not entirely hope- 
less. It has long been thought that some of the milder 
cases recover spontaneously, and even amongst well 
established cases, recovery is not unknown, occurring 
in about one per cent. Whether the prognosis will 
be materially improved by the new chemo-therapeu- 
tical methods is yet too early to say, though many 
recent observations are quite encouraging. About five 
per cent of patients with rheumatic heart disease 
succumb to subacute bacterial endocarditis. A little 
later in the course of rheumatic heart disease the 
danger of embolism looms large, either from valvular 
vegetations or from mural thrombi occurring in the 
course of auricular fibrillation. Occasionally, em- 
bolism will occur in a regular, compensated heart 
which is not the seat of an acute infection. It has 
been estimated that embolism is the terminal event 
in about ten per cent of those suffering from rheu- 
matic heart disease. 

By far the most important cause of death in rheu- 
matic heart disease is congestive failure. Curiously 
enough we have no certain knowledge, neither of the 
average age at which the patients die nor of the aver- 
age period of survival after the first rheumatic in- 
fection. Figures 4 and 5 will illustrate the wide 
spread of the available information. In a most gen- 
eral way we may conclude that the patient with 
rheumatic heart disease who reaches adult life is 
likely to survive for some twenty years after his first 
attack of rheumatism and that the average age at 
death is somewhere in the middle of the thirties. 


As in degenerative heart disease, the early signs of 
myocardial insufficiency are not of immediately sin- 
ister importance. Dyspnea on effort may last for 
five to eleven years, and even after edema has first 
made its appearance some patients still live as much 
as five years, though usually the end will come 
within the next twelve or eighteen months. The 
prognosis definitely depends on the care and man- 
agement given the patient, especially because con- 
gestive failure so frequently is precipitated by some 
curable or removable factor, such as infection or 
strain. Generally speaking the prognosis of rheu- 
matic heart disease is somewhat better in mitral 
stenosis than in the case of aortic lesions. The com- 
bined mitral and aortic lesions carry a bad prognosis. 
Possibly because they respond better to digitalis, 
patients with auricular fibrillation seem to do better 
than those with sinus rhythm. If pulmonary edema 
supervenes the patient is unlikely to survive two 
years. 

The prognostic significance of auricular fibrilla- 


tion has been the subject of much controversy. Some 
observers believe that this irregularity causes con- 
gestive failure, while others think, that in itself it has 
little effect on the circulation, but that it is a sign 
of advanced myocardinal damage. This latter view 
is undoubtedly true in many cases. When it is con- 
trolled with digitalis there is no evidence that auri- 
cular fibrillation should impair the circulation; while 
uncontrolled fibrillation must necessarily affect it. 

In support of the view that auricular fibrillation 
is a sign of advanced heart disease is the fact that it 
generally occurs when the disease has been estab- 
lished for a long time. It is rare below the age of 
twenty, but when it occurs the prognosis is very 
serious. In advanced rheumatic heart disease it is 
common, occurring in as much as eighty per cent of 
patients over twenty years. Generally it carries a 
prognosis of two to three years-‘though exceptionally 
a patient may live for ten to twenty years. Only one 
out of four patients will live for more than five 
years. The prognosis is bad if the rate continues un- 
controllably fast (over 120). It is also of serious 
significance when it occurs during a general break- 
down of the circulation or during a terminal illness. 
If such patients are excluded from the above calcu- 
lations the prognosis is somewhat better in auricular 
fibrillation. If a patient with mitral stenosis develops 
fibrillation without other signs of aggravation of his 
disease the average life expectancy is about five 
years. 

In rheumatic heart disease the prognosis is further 
influenced by the valves which are affected. In aortic 
lesions the patient is more susceptible to bacterial 
endocarditis but can otherwise draw on the greater 
reserve of the left ventricle, while the mitral lesions 
are more prone to complications arising from pul- 
monary congestion and auricular fibrillation. Especi- 
ally in well developed mitral stenosis do the lungs 
bear close watching. 

HEART DISEASE AND SURGERY 

During the time yet at my disposal I believe it 
would be well to discuss heart disease in its relation 
to surgery. The guiding principles in this problem 
is the just evaluation of the proportion between the 
lesion and the extent of the necessity for the opera- 
tion. 

The surgical importance of increased blood pres- 
sure is determined less by the absolute height of the 
blood pressure than upon the concomitant factors, 
the extent to which the heart, the kidneys or the 
peripheral circulation are impaired. When dealing 
with high blood pressures it is important not to de- 
pend on one or even several blood pressure readings, 
Almost all blood pressures are so labile that close ob- 
servations under favorable conditions will reveal 
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readings much lower than can be obtained in the 
office or during the strain of general diagnostic 
work. 

The finding of a high blood pressure, therefore, 
should never in itself determine the advisability of 
an operation, but should necessitate a careful and 
complete cardiovascular renal investigation. 

The next most common finding to trouble the 
surgeon is a murmur. Just as the finding of an in- 
creased blood pressure this finding is but a sign; 
only when it has certain characteristics does it justify 
the diagnosis of valvular lesion. In most cases it is 
merely an indication for a thorough cardiac investi- 
gation. If this results in a definite diagnosis of or- 
ganic heart disease, the estimate of the operative risk 
again depends upon how far the disease has ad- 
vanced, and, especially, on the degree of decompen- 
sation. 

In the cardiac examination of surgical patients the 
accurate determination of the size of the heart may 
be most important. Whenever possible this should 
be done by x-ray examination; palpation and per- 
cussion are far too unreliable to be used with con- 
fidence. 

Of arrhythmias only two common ones are im- 
portant—auricular fibrillation and extrasystoles. 

Except in unusual cases and in hyperthyroidism 
auricular fibrillation is a sign of advanced myocardial 
disease. Unless it is well controlled with digitalis, 
operations should not be lightly undertaken in its 
presence. 

Occasional extrasystoles are of no significance. 
When they occur with great frequency they indicate 
myocardial irritability which may be associated with 


_ impaired cardiac reserve. Sometimes the extrasystoles 


are temporary, arising from mental strain or acute 
infection; then the operation is better postponed 
until the patient's condition is improved. 

Other arrhythmias are less important, partly be- 
cause they are rare. 

The electrocardiogram is of definite value in 
evaluating the surgical risk for the operative death 
rate is definitely higher amongst patients with ab- 
normal electrocardiograms. But again, the electro- 
cardiographic findings are only one factor: The 
general cardiovascular condition must be weighed 
against the necessity or advisability of the operation. 
The most important findings are, besides the ar- 
thythmias which have already been discussed, marked 
T wave changes and changes in the QRS complexes 
indicating marked impairment of intraventricular 
conduction. 

Most important of all cardiac factors is that of 
cardiac function itself. Depending on the degree of 
myocardial impairment the operative risk is in- 


creased. In the presence of frank decompensation, 
the failure should receive the best possible care be- 
fore the operation. There is, however, no reason to 
treat any patient prophylactically with digitalis or 
other drugs, in the absence of heart failure, for there 
is no evidence that operations in themselves, either 
precipitate or aggravate congestive failure. On the 
other hand, not even advanced heart failure is an ab- 
solute contraindication against operation. Our ex- 


perience with total thyroidectomy for heart failure. 


has shown, that with care even badly decompensated 
patients can be submitted to operations at ‘relatively 
small risk. 

The effect of the operation itself then, is not on 
the state of compensation, and any risk to be con- 
sidered is rather indirect. Most inhalation anaes- 
thesias involve some anoxemia and this may aggra- 
vate any circulatory defects which are already pres- 
ent. The anoxemias of any well conducted anaes- 
thesia is, however, insufficient to influence heart 
disease which is adequately compensated. Further- 
more, operations involve a degree of shock which 
varies in proportion to the severity and the form of 
the operation. Some forms of heart disease, especi- 
ally degenerative heart disease, seem to be associated 
with a poor comeback from the operation, but rarely 
do the patients actually become compensated. This 
holds especially true if spinal or avertin anaesthesia 
is employed; then patients with degenerative or 
hypertensive heart disease run a special risk of fall 
in blood pressure, which may be serious and which 
is not always relieved by drugs of the ephedrin 
group. Actually the death rate from spinal anaes- 
thesia has exceeded that of other anaesthetics in some 
of the published experiences. Finally, in the case of 
post-operative infections, the cardiac patient runs a 
special risk of decompensation. 

Investigating the operative risk in hypertensive 
heart disease, I found some years ago, in a paper 
read before the American College of Surgeons, that 
also the form of operation must be considered in the 
operative prognosis. Operations on the eye, ear, nose 
and throat carry very little danger. Genito-urinary 
operations, on the other hand, have a comparatively 
high death rate, much higher than comparable 
gynecological operations. 

Finally, there is the question of anaesthetics, for 
the outcome of an operation may depend upon the 
proper anaesthetic. The combination which has 
worked best in our experience has been a combina- 
tion of thorough pre-operative sedation with barbi- 
turates and morphine (except in the case of Caesar- 
ean section) with local and inhalation anaesthesia, 
novocaine being used without adrenalin whenever the 
myocardium is definitely damaged or the blood pres- 
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sure high. The novocaine serves a double purpose of 
enabling the surgeon to begin the operation without 
inhalation anaesthesia, and later it works synergisti- 
cally with the gas necessitating the use of a smaller 
quantity thereof, thus diminishing the degree and 
duration of anoxemia. Others who have studied this 
problem have recommended straight ether anaes- 
thesia. 

In summary it may be said that the surgical prog- 
nosis in heart disease depends upon a proper and 
thorough understanding of the entire cardiovascular 
picture, especially the state of compensation, a ma- 
ture evaluation of the severity of the heart disease 
against the necessity and kind of operation, and, 
finally, the proper and careful use of anaesthesia. 

HEART DISEASE AND OBSTETRICS 


In the study of the effect of pregnancy on valvular 
disease of the heart it should be remembered that 
rheumatic heart disease is not continuously progres- 
sive but passes through phases of quiescence inter- 
rupted by periods of exacerbation. There is no evi- 
dence that normal pregnancy can affect these phases. 
Provided the circulation is compensated, there is no 
reason to believe that rheumatic heart disease should 
be aggravated by pregnancy; nor has it been possible 
to demonstrate that pregnancy shortens the life ex- 
pectancy of the compensated cardiac patient. 

The internist is more concerned with those women 
who conceive when they are approaching decom- 
pensation and with those in whom the break comes 
during pregnancy. Late pregnancy and labor entail a 
real risk to such patients. 

It follows logically that this problem should be 
attacked by preventing heart failure in pregnant 
women. Women unfit for motherhood should not 
become pregnant. Frank decompensation is obvious- 
ly a contraindication to pregnancy but symptoms of 
a milder sort must be evaluated in the light of the 
patient's social and domestic circumstances. Even in 
the absence of marked symptoms there may be evi- 
dence that the disease has almost run its course. 
Auricular fibrillation, marked cardiac enlargement 
and involvement of both the aortic and mitral valves 
are ominous signs, although none of them are in 
themselves incompatible with successful child-bear- 
ing. 

Few cardiac patients compensated when they con- 
ceive will develop serious trouble if they follow ade- 
quate rules for care during pregnancy. Their activi- 
ties should be adjusted to their capaity and any in- 
fection, especially colds, should be treated with the 
greatest of care. 

The pregnancy should be interrupted only in case 
of heart failure which does not respond to treatment. 
In many cases, even though interruption is necessary, 


it may be possible to defer the operation antil the 
thirty-sixth week or later when the chances for the 
infant are so much better. 


Most cases can be delivered normally although usu- 
ally forceps are applied during the final stages. One 
of the greatest recent advances in this field is Caesa- 
rean section in serious cases. It is especially indicated 
in cases of decompensation near term. If a patient 
has the strength to stand normal delivery, this strain 
is preferable to the risk of operation; but if decom. 
pensation is manifest, Caesarean, section under local 
anaesthesia probably offers the best chance. 


1. OUTCOME OF HYPERTENSIVE HEART DISEASE 
(Bell and Clawson ) 


Myocardial insufficiency 45% 
Coronary disease ... 16% 
Total cardiac ..... 61% 
Apoplexy 19% 
9% 
Other causes ..... 12% 
2. EFFECT OF SEX ON PROGNOSIS OF HYPER. 
TENSION 
Men Women 
Blackford & Wilkinson Death rate in 10 years..82% 50% 
Schwensen TV, years..74% 50% 
Death Rate 
Blood Pressure above 225 71% 
Blood Pressure 200-225 44% 
Blood Pressure 170-199 32% 


This relation obtained in women only. 


3. CAUSES OF DEATH IN RHEUMATIC HEART 


DISEASE 
Acute carditis —% 
Young adults .......... Bacterial endocarditis .................. 5% 
Young middle age ..Embolism 10% 
Middle age.............. Congestive failure ........................ 50% 
: Other causes 10% 
4, AVERAGE AGE AT DEATH 
Aastrup 45.5 
43.0 
Gilchrist = 37.8 
Grant .., 36.0 
DeGraff & Lingg 33.0 
Willius 32.0 
Coombs 28.2 
5. SURVIVAL AFTER FIRST RHEUMATIC INFEC- 
TION 
DeGraff and Lingg 15 years 
Willius ... 14 years 
22.5 years 
30.1 years 


“Make the sanatorium the first resort of the tuberculous, 
not the last.”—-H. E. Dearholt, M.D. 
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APPENDICITIS IN 
CHILDREN 
Eugene O. Parsons, M.D.** 


Kansas City, Missouri 


In this paper an attempt is made to analyse and 
evaluate some of the current literature on the sub- 
ject, present a few statistics and stress some personal 
observations and opinions. 

Discovery, diagnosis, refinement, technique and 
treatment of appendicitis are almost wholly Ameri- 
an. Reginald Fitz, professor of Pathology and In- 
ternal Medicine at Harvard University in 1886, is 
credited with the first complete description of 
appendicitis as we know it today. Fitz disagreed 
with the popular theory of the time, that pain 
in the right lower quadrant was due to perityphilitis, 
and contended that this entity was a result of inflam- 
matory lesions arising in the appendix. In fact Fitz 
introduced the term appendicitis. Three years later, 
in 1889, Dr. Charles McBurney of New York, 
stressed the point that this condition should be 
treated surgically, and that early operation, before an 
abscess or a mass was noted was the procedure of 
choice. At this time the treatment was almost ex- 
lusively medical. This was especially true of the 
early stages. Surgery was used only for the late cases 
of abscess and peritonitis. Sengler, in the early nine- 
ties reported a series of eleven consecutive operations 
with eleven deaths. Naturally all of these were late 
cases of perforated appendix with a diffuse generaliz- 
ing peritonitis. 

Statistics show that fifty per cent of all cases of 
appendicitis occur within the first twenty years of 
life. Of this number we find 2.5 per cent occurring 
from one to five years of age, six per cent occurring 
from six to sixteen years of age, 16.5 per cent occur- 
ring from ten to fifteen years of age. Of these groups 
the mortality in patients one to five years of age is 
eight to ten times that found in the five to fifteen 
year group. This is due to delayed diagnosis and the 
rapid onset of peritonitis. Thus we find a yearly in- 
crease in the incidence up to the twelfth year, where 
the largest number of cases are found in children. 
It is more prevalent in the summer months and is 
more frequent in males in the ratio of about three 
to two. The mortality in children under five years 
averages from fifteen to twenty-five per cent, while 
from five to twelve years it is about four per cent. 

Appendicitis may occur at any age, from the 
bassinet to the aged. Corcoran reports a proven case 
in a child two days old. Very few children up to the 
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age of two are seen with appendicitis. Wangensteen 
believes this to be due to the fact that the appendix 
is conical, and is therefore naturally less easily ob- 
structed. 

All of us are acquainted with the classical symp- 
toms of epigastric pain, followed by nausea and 
vomiting. In children all of these vary to a great 
degree. The pain varies from a dull ache or sense of 
fullness, to a sharp stabbling pain. Nausea and 
vomiting are not always present, and the absence of 
these two symptoms certainly does suggest the fact 
that the appendix may not be the offending path- 
ology present. The atypical cases are the ones which 
tax the diagnostic ability of the surgeon. The great 
differences in pain, tenderness, rigidity and muscular 
guard are all well known. Even a perforated appen- 
dix with normal temperature cannot be considered 
rare. Vomiting is quite constant and tends to come 
on after the pain, although it is not persistent or 
forceful. As a rule constipation is present, but diar- 
rhea may be present, and is not an uncommon find- 
ing, especially if there is a mass present, or when 
the appendix is lying low in the pelvis. Potts reports 
a series of 592 cases in which three per cent had 
diarrhea. In the perforated cases it is much more 
common, when about twelve per cent present this 
symptom. In the younger group restlessness is very 
significant. A child who cries a great deal, is very 
restless, unable to sleep, and tends to assume a posi- 
tion with the right leg flexed on the abdomen, 
should be regarded with suspicion. 

A most important point is the almost constant 
finding of anorexia. This is very marked, and in a 
large percentage of cases amounts almost to a com- 
plete aversion for food. I have never seen a young 
child with acute appendicitis hungry or the least 
interested in nourishment of any kind. 

Chills in children with appendicitis is very rare. 

Dysuria and hematuria may be present if the ap- 
pendix is in the pelvis, or if a mass is present situated 
near the bladder or ureter. 

A family history of appendicitis is very important. 
Nicholson reports a series of 127 acute cases with a 
positive family history in sixty-three per cent. 

The temperature and pulse of early acute appen- 
dicitis usually presents only a very slight rise and 
the temperature rarely goes above 102 degrees fahr- 
enheit until after the appendix has perforated. 

In young children the diagnosis rests almost en- 
tirely on signs of peritoneal irritation and rebound 
pain. 

Entirely too much emphasis is placed on the 
leukocyte count, which is very unreliable. It may 
vary as much as several thousand in a normal person 
in a course of a few hours. The count may be high 
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or low, it may show a high polymorphonuclear dif- 
ferential, or it may approach the normal. The in- 
crease may be due to a number of different things. 
The leukocytosis and relatively high differential 
count of polymorphonuclear cells is certainly evi- 
dence of acute appendicitis, but should merely be 
used as a check on the clinical evidence present. If 
the diagnosis cannot be made from the history and 
physical findings present, it certainly should not be 
made on the fact that the count has increased one 
to four thousand in the course of a few hours, as is 
done in so many cases. I have seen the white count 
vary from three thousand to forty-three thousand 
in acute appendicitis. 

The pulse in young children is normally faster 
than adults, and rises in about the same proportion 
as the temperature. 

One point that is not stressed enough in my 
opinion is rebound pain. In my experience this is 
the most constant physical sign present in acute ap- 
pendicitis. This finding is very definite when slow 
easy pressure is made at any point on the abdomen 
and then suddenly released, there is definite unmis- 
takable pain usually referred to the right side. This 
finding is practically always present, and invariably 
presents itself before the general abdominal guard 
and rigidity are found. It is very easy to elicit even 
in very young children as they will cry out immedi- 
ately when pressure is released, or if already in pain, 
eliciting this sign will increase their discomfort. Per- 
_sonally I have never seen a proven case of acute ap- 
pendicitis which did not have definite rebound pain. 

A rectal examination should always be made. The 
diagnosis of an acutely inflammed appendix lying 
low in the pelvis is very frequently confirmed by 
this procedure. 

Mesenteric lymphadenitis, pyelitis, pneumonia and 
pneumococcic peritonitis are the most common 
diseases mistaken for an acute appendicitis, although 
other conditions must be kept in mind that may 
exist and confuse the examiner. It is often said that 
appendicitis in children is seen as a complication of 
other acute infectious diseases. I would like to quote 
that the London Infectious Hospital for Children, 
treating twenty-five thousand cases from 1931 to 
1935 only two cases requiring surgery were en- 
countered. The diagnosis of acute appendicitis may 
be much more difficult when some infectious disease 
is prevalent, as many such diseases are associated 
with abdominal pain, nausea and vomiting. Classical 
acute appendicitis colic may occur with measles, but 
measles is usually found associated with a laryngitis 
or a nasal pharyngitis. Another differential diagnostic 
point is the almost constant presence of the well 


known Koplik’s spots in measles. The pain in these 


cases is usually not so acute, and is not localized over 
McBurney’s point, but is more diffuse. 

A slowly developing central pneumonia must be 
considered in every case. The true and exact mechan. 
ism of pain referred to the abdomen is not known at 
this time. The pain is more of a generalized type, 
and is not localized at any one certain area as a rule, 
In central pneumonia physical findings in the chest 
tend to develop very slowly. Pneumonia of sufficient 
activity, to cause a high temperature, may sometimes 
progress for three to six days before the usual chest 
findings are present. This is not true of acute appen- 
dicitis. In this disease conditions change very fast 
and there is usually a very marked change in twenty- 
four hours or less. A lateral x-ray plate of the chest 
very frequently discloses a small area of central con- 
solidation, that is otherwise hidden by the heart 
shadow in the usual anteroposterior plates. One of 
the most constant differential points is the type of 
respiration found when the patient is examined. In 
appendicitis there is a splinting of the abdominal 
walls and the respiration is almost wholly costal. In 
early pneumonia the opposite holds true. There is 
more or less splinting of the intercostal muscles and 
the breathing tends to be more abdominal in type. 

Pneumococcic peritonitis must be kept in mind, 
especially in girls. This condition is encountered only 
rarely, and only a few cases are diagnosed before 
operation. The mortality is always high, running 
from fifty to one hundred per cent with any type of 
treatment. The pus encountered in these cases is very 
characteristic. It is a very light lemon yellow in 
color, has no odor and is mucilaginous in consistancy. 
It very seldom occurs associated with pneumonia. In 
children the most common cause is upper respiratory 
infection, in contra-distinction to adults and older 
children where the usual mode of infection is through 
the vaginal tract. The differential diagnosis is based 
mainly on the very EARLY HIGH TEMPERA- 
TURE, early GENERALIZED DISTENTION, and 
the DIFFUSE abdominal tenderness and pain. 

Pyelitis frequently causes symptoms not unlike 
those of acute appendicitis, but there is also usually 
tenderness and pain over the kidneys. Pus in the 
urine is usually diagnostic, but one negative test 
cannot rule out the possibility, as it is well known 
that pus in pyelitis tends to come in “showers”. That 
is, one may have three or four negative specimens 
and the next may be loaded with pus cells, even in 
clumps. The temperature in pyelitis is usually much 
higher than the general condition of the patient in- 
dicates. 

Intussusception usually causes sudden, extremely 
acute pain, associated with the classical picture of 
shock, and the mass is palpable, usually in the right 
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lower quadrant. In suspected cases a barium enema 
will reveal the unmistakable “fish-mouth” deformi- 
ty. One should not wait for the appearance of “cat- 
sup” stools as this is usually a later finding. 

Acute mesenteric lymphadenitis is very difficult 
to differentiate from appendicitis, although the ten- 
derness is not generally so marked. It is dangerous to 
delay operation in a case of supposed mesenteric 
lymphadenitis and allow a true case of appendicitis 
to perforate. 

Meckel’s diverticulitis is rarely diagnosed except at 
operation and presents little or no difficulty, as it is 
a definitely acute surgical condition. The history, 
symptoms, findings and laboratory work may be 
identical with that of acute appendicitis, depending 
upon the location of the diverticula, and the direc- 
tion it is pointing. 

Appendicitis may well be divided into four 
groups: 

1. Acute appendicitis without perforation. 

2. Acute appendicitis with early perforation. 

3. Perforative appendicitis with abscess forma- 
tion. 

4. Perforative appendicitis with generalized peri- 
tonitis. 

In early acute appendicitis, before a mass is pal- 
pable, or before distention has occurred, there is no 
medical treatment, the case is purely surgical. The 
removal of an early uncomplicated, unperforated ap- 
pendix is one of the safest procedures in surgery. In 
experienced and skilled hands the mortality is less 
than one per cent. 

Acute appendicitis with early perforation, that is 
while the peritonitis is localized, and before disten- 
tion occurs, is also a procedure with a very low mor- 
tality, especially when a McBurney incision is used. 

Children have less general resistance to peritoneal 
infection than adults, and the thin appendiceal wall 
found in infants and young children is much more 
susceptible to perforations. Another factor is the 
very short omentum which is much less effective 
than in adults. 

Acute appendicitis with a palpable mass in the 
right lower quadrant presents a choice of procedure. 
Should the patient be operated upon, or should con- 
servative and supportive treatment be used? At the 
University of Kansas Hospitals, which has a very 
active surgical service, and at the Children’s Mercy 
Hospital in this city, which admits approximately 
twenty-five hundred patients a year, and has a fairly 
active surgical service, appendiceal masses are never 
operated upon until they are proven to be true ab- 
scesses, and then the abscess is merely drained with- 
out any attempt at removal of the appendix. About 
seventy-five to eighty per cent of the masses seen in 


the right lower quadrant are omental masses. That 
is, they are inflammatory masses involving the omen- 
tum or intestines with the appendix. These masses 
should be treated conservatively, and about eighty 
per cent of them will subside spontaneously. Potts 
reports two series of this type of case. One series of 
twenty-five was treated conservatively with no sur- 
gery, with a mortality of zero. In a similar series of 
thirty-five cases treated with surgery, the mortality 
was 11.4 per cent. The operative cases also had many 
complications. Twenty per cent, or seven cases, de- 
veloped fecal fistulae. I have never seen an appen- 
diceal mass treated conservatively die. To see a mass 
large enough to fill the right lower quadrant, and to 
see this same mass disappear under conservative 
treatment, is to say the least most convincing of the 
extreme protective ability of the omentum and peri- 
toneum. The exact course of these cases can be de- 
termined only by close clinical observation. When, 
and if, the patient develops a classical “picket type” 
temperature, indicative of a frank abscess it is drained 
extraperitoneally. If a true abscess does form, very 
frequently it will rupture into a viscus, either the 
intestinal tract or the bladder. If the former occurs 
the patient is cured, and if it drains into the bladder 
trouble is always encountered. When it becomes 
necessary to drain an appendiceal abscess it should 
always be done when possible by the extraperitoneal 
route, usually a very simple procedure. 

When, and if, the mass subsides, we firmly believe 
that the appendix should be removed. The question 
arises when should this operation be done. If op- 
erated upon too soon after the mass has subsided, 
there is still marked evidence in the abdomen of 
plastic peritonitis due to the previous attack, and 
many adhesions are present, often making the surgi- 
cal removal of the appendix technically very diffi- 
cult. By trial and error we have found that the time 
interval of three months is ideal. Our standing order 
to these patients on dismissal is to return to the 
hospital in three months for the removal of the ap- 
pendix. The inflammatory adhesions at this time 
have for the most part been absorbed, and frequently 
it is impossible to find any evidence whatsoever of a 
previous infection. In some cases we find that a por- 
tion of the appendix has amputated itself, and only 
a very fine fibrous cord structure remains. 

The handling of the last group, perforating appen- 
dicitis with generalized peritonitis constitutes the 
real problem of this disease. It is in this group that 
the high mortality occurs. The time element is very 
important and varies a great deal in these cases. It 
is sometimes said that one should never operate on 
an appendix on the fourth or fifth day of the disease. 
I have seen any number of cases who were better 
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operative risks on the fourth or fifth day than others 
who have been ill only two days. What is the differ- 
ence? Is it due either to progressive rapidity of the 
pathology in the diseased appendix, or to the resis- 
tance of the peritoneum, or more probably a close 
combination of the two. One patient may have 
marked distention with all the signs and symptoms 
of generalizing peritonitis in eighteen to forty-eight 
hours. Another apparently similar case may take 
three to five days to reach the same stage. We firm- 
ly believe that DISTENTION OF THE ABDOMEN 
IS THE ONE MOST IMPORTANT POINT TO 
BE CONSIDERED IN EVALUATING THE OP- 
ERATIVE RISK IN ACUTE APPENDICITIS. The 
mortality of these generalized peritonitis cases is 
very high no matter what course is persued, but we 
feel that conservative treatment of generalized peri- 
tonitis when distention is present offers the patient 
more chance of recovery. 

An operation on a dehydrated child with a gen- 
eralized peritonitis is of little or no value. Any op- 
erative procedure done in a case with generalized 
peritonitis will probably break down all the defen- 
sive mechanism nature has thrown around the ap- 
pendix to wall it off. These patients should be given 
supportive treatment by intravenous fluids, trans- 
fusions and nasal tube suction. During this treatment 
the blood chemistry should be frequently estimated 
and maintained within normal limits by giving par- 
enteral fluids. 

May not the type of incision used play a part in 
the mortality of appendicitis? It is certainly true that 
when an abscess any place on the surface of the body 
is drained, the incision is made as nearly as possible 
over the center of the pathology present. Why then 
in an acute appendix, which perhaps has already per- 
forated, make an incision such as a right rectus, 
paramedian, or midline, which is two or three inches 
from the lesion. Such an incision makes it absolutely 
necessary to handle the small intestines to a greater 
or less degree, thus spreading throughout the peri- 
toneal cavity any infection present, causing needless 
retraction of the abdominal muscles, and usually 
making it necessary to pack off the small intestines 
to keep them out of the operative field. In a per- 
forated case this is certainly adding more trauma to 
tissues already injured. The ideal to keep in mind 
is to have the incision over the center of the path- 
ology present. A McBurney, or muscle splitting in- 
cision is the answer. In this type of incision the first 
intestine seen in ninety per cent of the cases, is the 
head of the caecum. In the vast majority of cases the 
small intestine is not even seen, and certainly is not 
handled. The part of the small intestine which does 
occasionally present is usually the terminal ilium. It 


is easily seen that this incision must of necessity 
offer the least trauma to the peritoneum, and the 
least possibility of contamination to the adjacent 
peritoneal structures and contents. 

Leonard and DeRos report on thousand consecu- 
tive acute appendicitis cases and their mortality by 
incision is as follows: 

Midline, 11.0 per cent. 

Right rectus, 4.5 per cent. 

McBurney, 3 per cent. 

Taylor of London reports one thousand consecu- 
tive cases of acute appendicitis with the mortality 
four times greater with the right rectus incision as 
with the McBurney. 

From these statistics concerning two thousand 
cases, one is certainly justified in drawing the con- 
clusion, that at least one factor in the mortality of 
appendicitis is the type of incision used, and that the 
mortality increases as the incision line is moved away 
from the appendix toward the midline. 

In planning the incision for drainage of appen- 
diceal abscess it is almost impossible to make the in- 
cision too close to the anterior superior spine. If the 
mass cannot be palpated when the peritoneum is 
reached it is very easy to push the peritoneum aside 
medially and slip down the lateral side of the peri- 
toneal wall until the mass can be palpated. It can 
then be broken into and drained easily and safely, 
as all drainage is extra-peritoneal. It must be re- 
membered that pus should not be drained through 
the peritoneal cavity. 

It is said that old beliefs die hard, and an old 
axiom has been that where there is pus, let it out, 
but we are daily discovering in the great recuperative 
powers of the peritoneum, that immediate drainage 
of collections of pus is not necessary. Sherren, after 
a most active surgical service of twenty years at the 
London Hospital, stated that the only change he had 
made “was a greater conservatism and patience in 
dealing with cases of appendiceal abscess”. 

Drainage is a very important part of the operation. 
In the early perforative cases drains are usually 
placed in three places. One in the right gutter toward 
the liver, one to the base of the appendix and the 
third to the pelvis. All are placed lateral to the in- 
testines. Drains are placed merely to guide and form 
an avenue of least resistance for any material to get 
to the outside, as it is a mechanical impossibility to 
drain the peritoneal cavity. Only the non-perforative 
cases should be closed tightly. 

The post operative care is most important. Many 
cases are saved by proper and timely post operative 
treatment. All perforative cases should be placed on 
routine peritonitis procedure as soon as the patient 
leaves the operating room. These include hot moist 
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heat to the abdomen, hypodermoclysis and veno- 
clysis of physiologic saline, glucose, Ringer's solu- 
tion and Hartman’s solution, controlling the volume 
by close study of the daily blood chemistry. One of 
the most important points is the decompression of 
the intestinal tract by constant negative pressure 
with the Levine nasal-duodenal tube. One of the 
most efficient methods today is that which is pro- 
duced by the Curphy-Orr bottles. A slight modifica- 
tion of the apparatus described by Wangensteen. The 
negative pressure is produced by a siphon action from 
one bottle elevated about three feet above a second 
bottle. The negative pressure thus established is 
transferred to a third bottle which is in turn con- 
nected with the nasal duodenal tube. This keeps the 
stomach and upper intestinal tract empty. It is very 
well tolerated and in fact patients will ask for it 
when they tend to become distended, once they have 
had experience with it. Another excellent point ap- 
preciated by the patient is that they may have all 
the fluids they desire by mouth, since they are im- 
mediately removed by siphonage. By using this 
method a very accurate record may be kept of the 
actual intake and output of the patient. 


Potts reports a decrease from 21.6 per cent to 12.1 
per cent in peritonitis cases by using the Levine 
nasal catheter with negative pressure. This proce- 
dure should be used in all perforated cases as soon 
as the patient has recovered from the anesthetic, and 
in any case at the first sign of gas or distention. Some 
difficulty may be encountered with children pulling 
out the tube. This can easily be remedied by putting 
the arms in restraint. Another reason for the lower 
mortality in acute appendicitis is the more intelli- 
gent use of parenteral fluids. In previous years fluids 
were given usually as tap water proctoclysis. Actual 
clinical data and experimental work recently reported 
by Helwig of this city shows that such administra- 
tion in large amounts will produce water intoxication 
and even death. Hypodermoclysis and venoclysis of 
five per cent glucose in physiologic saline or Ringer's 
solution and the use of Hartman’s solution, which 
is lactate Ringer’s solution, is now routine. A good 
tule to follow in children is a total fluid volume of 
fifteen hundred to twenty-five hundred cc. of equal 
parts of saline, and five per cent glucose in saline, 
or Ringer's or Hartman’s solution depending on the 
blood chemistry findings. Transfusions of citrated 
blood are given to replenish the blood protein, and 
in very toxic patients as the case indicates. 

Elman has recently reported the clinical use of 
amino acids given intravenously for protein loss with 
very good results. The product is much too expensive 
for general clinical use at this time, but should be- 
come cheaper as the proper proportions of the 


amino acids required for the body is found, and a 
larger volume can be produced. 

In recent literature it is possible to find articles 
which advocate irrigation of the peritoneal cavity 
with large amounts of saline until the returns are 
clear in the treatment of peritonitis. Such articles 
should certainly be expurgated from the literature. 
There is no scientific evidence to support such 
views, and there is definite proof that saline does 
hasten peritoneal absorption. Last but not least why 
tend to spread the infection already around to dis- 
tant portions of the peritoneal cavity by the mechani- 
cal irrigation when nature is trying her best to wall 
off the existing infection. Such procedures should 
be condemned to the strongest terms possible. 

The answer to lowering the mortality of acute ap- 
pendicitis still remains the same. Early diagnosis, 
early operation, plus continued education of the pub- 
lic. 


OBSERVATIONS ON THE EYES 
DURING INSULIN SHOCK 
TREATMENT* 

Lyle S. Powell, M.D. 

Lawrence, Kansas 


Marshall E. Hyde, M.D. 
John Russell, M.D. 


Osawatomie, Kansas 


This study reports the detailed observations on the 
eyes of patients during insulin shock treatment of 
Schizophrenia. This is one of a group of studies car- 
ried out for the observation, and determination in 
greater detail of the nature of the reactions from 
this form of treatment. The observations on the eyes 
are considered particularly pertinent because of the 
close communication and similarity of the ocular 
vascular supply and the blood supply of the brain and 
the fact that the retinal vessels may be directly ob- 
served. 


SECTION A: OBSERVATIONS ON INSULIN 
PATIENTS 

In the present study of the so-called insulin-shock 
therapy, the subjects were selected more or less at 
random except for the fact that an effort was made 
to obtain fairly cooperative patients. The program 
for the insulin-shock therapy was modified only in 
regard to the time of administration of the insulin, 


*From the Department of Ophthalmology, Osawatomie State Hos- 
pital, Osawatomie, Kansas. 
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ie., the insulin was administered between nine and 
ten o'clock in the morning instead of between six 
and seven o'clock in the morning as is the usual. plan. 
Because of hospital routine this change made it possi- 
ble to obtain detailed examinations of the eyes be- 
fore the administration of the insulin. Except for 
this one variation, the program of treatment as 
identical with the program that has been carried on 
daily in this hospital on a considerable number of 
patients since Jue, 1937. 

The observations made include temperature, pulse, 
respiration and blood pressure at frequent intervals. 
Observations on the eyes include any changes in con- 
‘junctival vessels and the external appearance of the 
eye, size of the pupil, reaction of pupil to light, 
intra-ocular tension (Bailliar-—or Gradle-Schiotz as 
indicated) and ophthalmoscopic findings. 

All observations pertaining to the eyes were made 
and recorded by the senior author who is the consult- 
ing ophthalmologist to the hospital. Observations on 
other reactions to the treatment were made by the 
other authors who are experienced in that form of 
therapy. 

These findings were recorded in detail at the time 
of the study and are included in tabular form, being 
submitted in Tables I and II. 

A brief resume of the insulin treatment prior to 
the day these observations were made is included for 
each patient immediately preceding each table. 

A. McC., age twenty-three. First dose was sixteen 
units which was gradually increased to seventy-two 
units and treatment stopped in the excited period. 
As no improvement was noted in his mental condi- 
tion ,the duration of treatment was increased each 
day until the patient went into coma. The maximum 
dosage he received was ninety-six units. It was then 
gradually decreased to sixty-four units. For these ob- 
servations, the patient received seventy-two units. 
He has received a total of forty-eight injections of 
insulin. 

Usual Reaction: The patient passes gradually from 
a period of insomnia at the beginning of the treat- 
ment into one of restless stupor at the end of about 
three hours. This stupor passes gradually into coma. 
There is no tendency toward convulsions. Patient 
has shown gradual improvement from day to day 
while on treatment. 

M. W., age twenty-four. The first dose was sixteen 
units. This was increased daily by sixteen units until 
sixty-four units were being given. Seventy-two units 
were then given and the patient went into coma and 
since then and inclusive of these observations, he 
has been in coma on six occasions, each time on a 
dosage of seventy-two to eighty units. 

This patient passes thru a sleep period immediately 
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after injection of insulin, later becomes stuporous 
and then gradually passes into coma. He has shown 
no convulsive tendencies so far and recovers from 
the coma in fifteen to thirty minutes following sugar 
administration. He has shown definite improve- 
ment in his mental condition from day to day. 


COMMENTS ON INSULIN HYPOGLYCEMIA 


In considering insulin hypoglycemia, or insulin 
shock therapy, it seems necessary to comment on the 
therminology that is in common usage when dis- 
cussing this plan of treatment. It is to be noted that 
the word “shock” is used in the fields of general 
medicine and surgery. In the latter there is an ele- 
vation of pulse rate, increased respiratory rate, drop 
in blood pressure, and no obvious effect on the cen- 
tral nervous system. In hypoglycemic shock there 
may be brady-cardia or the pulse is only moderately 
elevated, systolic and pulse pressure become elevated, 
and the central nervous system is affected as shown 
by loss of deep reflexes, occurence of positive Babin- 
ski, and pupillary instability. Dr. Sakel describes 
shock as that state in which the stupor is so great 
that the patient cannot swallow fluids and therefore 
has to be tubed or given sugar solution intravenous- 
ly. This stupor then passes into coma and during this 
stage there is usually a positive Babinski. Different 
workers demand different findings for this so-called 
shock. However, the usual conception is an arbitrary 
state in which the patient cannot swallow and the 
Babinski is positive. There may be a convulsion sub- 
stitute for coma. It has also frequently been observed 
in many cases of deep coma that the Babinski re- 
mains negative. 

With the injection of insulin there is a rapid drop 
in blood sugar—this being the lowest possibly one 
to one and one-half hours after injection. The drop 
in blood sugar is in itself not the cause of coma. 
With increasing dosage of insulin the blood sugar 
comes to a stage where it will not drop any further 
and yet with additional insulin the patient will go 
into coma. It has also been shown that during the 
period of deepest coma the blood sugar is rising. It 
appears that during coma there is a marked interac- 
tion between insulin and adrenalin, each reacting 
against the other. Some writers believe findings and 
results of insulin hypoglycemia are due to adrenalin 
which has been stimulated into action by the insulin. 
Whatever occurs during coma, which may possibly 
be a partial asphyxia of the central nervous system, 
the latter suffers a severe temporary jolt as reflexes 
become abolished and pathological reflexes appear. 

The patients observed in this study went thru 
what is considered normal insulin shock-somnolent 
period, excitement, stupor, and then coma. The ac- 
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TABLE I 
_ OBSERVATIONS DURING INSULIN SHOCK TREATMENT 


Patient: A. McC. Age: 23. 
The examining room was in semi-darkness during the examination. 


ruse | | P. lp. B.P. | | er. Br. EYE OBSERVATIONS AND OTHER COMMENTS 
8:00 | 96 56 | 10] 106/80 Media are clear. Discs are normal. There is an unusual number of 
small retinal vessels and these are unusually tortuous for a man * 
of this age. Sclera and conjunctiva clear. ‘i 
9:34 17/17 
9:35 6mm 
9:36| 72 units of insulin 
9:40 76 | 
9:47|97.6| 72|14] | 
10:05 | 6mm | 17/17 
10:35 |96.4| 82]|16]| 114/70 | 7mm | 16/18 | Sclera and conj. moderately suffused. Retinal veins congested. 
10:38 | | Perfectly calm; says he feels sleepy. 
10:41 No change. 
10:47|96.4| 88]|14| 112/60 
10:56 7mm | 17/19 
11:14 | 97 88 | 16 | 140/64 
19:22 OD 7mm| 15/14 | Entire fundus more pink; disc more pink. Temporal veins of left 
OS 7mm eye are very much engorged. Other veins both fundi more en- 
| gorged also. General suffusion of both sclera and conjunctiva. 
11:44|97.4| 94] 20| 130/68 |OD 7 mm |Uncoop- 
OS 6mm | erative 
12:15|96.6| 76|16| 120/70 3mm Fully conscious; responds to questions; very dry and feels sleepy, 
quiet; vessels of fundi unchanged since last observation. 
12:20 | | Deep stupor, dry and a little restless and feels warm. Responds to eee 
external stimuli. Babinski is negative. Pupils very unstable. i: 8 
12:38 Pupils continually dilating and contracting even under strong light. . 


Jerking slightly; facial tremor; oral movements; deep stupor. 
Babinski negative. 


12:40 | General suffusion sclera and conj.—cornea anesthetic. Pupils do 
not react to light, but still unstable—vitreous hazy both eyes, 
worse right. Calibre of veins of left retina are smaller and not so 
dark in color. Arteries are more constricted and threadlike. 


12:47 | 96.4 | 100 | 20 | 142/88 | Eye findings same as above. 

12:56 6mm | 15/20 | Patient in coma; Babinski appears suggestive. Eyes unsteady and 
tension difficult to take. Deep coma. 

1:00 Vessels beginning to resume normal ratio. Veins of left fundus 


still engorged, especially the inferior temporal. Both pupils un- 
stable under the influence of direct light. Both anterior chambers 
are deeper than normal. 


1:10 Patient elevated on back rest. 
1:13 | 96.6 | 102 | 16 
1:20 150/90 
1:23 OD 6mm Pupillary reaction unstable to light. 

OS 7mm 
1:25 Veins of fundi still engorged. Arteries apparently normal size. 

Conjunctival injection persists. 

1:27 30/28 
1:28 Babinski positive. Cornea sensitive. 
1:37 22/32 
1:38 OD 5mm Pupils still unstable. 

OS 6mm i 
1:39 Moderate congestion of conj. and sclera. Veins of fundi are very 

dark in color. 

1:43 Both anterior chambers remain deeper than normal. 
1:44 | 96.2 | 108 | 18 | 120/70 
1:53 28/27 | Fundi seem entirely normal. eg 
1:58 26/21 
2:04 25/18 
2:10 28/26 
2:15 | 96.4] 96] 16] 130/80 | | 


*Intraocular tension as estimated with Bailliart’s Tonometer. 
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TIME T. P. R. B. P. | | T. Br. EYE OBSERVATIONS AND OTHER COMMENTS 

2:20 20/25 

2:23 3mm Pupils small and still unstable under direct light. 

2:24 Tubing started. 

2:26 Tubing over. 

2:34 20/20 | Cornea still anesthetic. 

2:45 | 96.2 | 120 | 18 | 120/70 | Cornea not anesthetic. Patient is getting restless; stupor is getting 
| lighter. Anterior chambers normal depth. Media clear. 

3:15|97 |100|16 | 128/80 | 20/20 | Eye findings normal thruout except for slight suffusion of con- 

junctiva. 


companying general physical findings are quite typi- 
cal. 


The eye findings commonly reported in the litera- 
ture are injection of conjunctiva and abolition of 
pupillary reflex. No previous reports are at hand on 
changes in media, in the depth of the anterior cham- 
ber, on intra-ocular tension readings, on size of 
pupil, or changes in the retinal blood vessels. Men- 
tion of instability of pupil reflex has not been re- 
ported in available articles. 

COMMENTS ON REACTIONS OBSERVED IN 
CASES SUBMITTED 

A. McC.: One hour following the administration 
of insulin there was observed increased congestion 
of the retinal veins that was rather marked in degree 
associated with pupillary dilation of 1 mm. and ac- 
companied by the usual marked decrease in tempera- 
ture. One and three-fourths hours following insulin 
the discs were unusually pink but the retinal veins 
were still engorged. There was observed at this time 
the usual characteristic, definite increase in systolic 
pressure and decrease in disastolic pressure. Two 
and one-half hours following insulin administration 
there was present marked constriction of the pupil. 
At that time there was also observed a definite in- 
stability of irritability of the pupils in that they 
were alternatingly contracting and dilating. Three 
hours following administration of insulin the vitre- 
ous seemed quite hazy and at this time the arteries 
and veins were definitely constricted. Three and one- 
half hours following insulin, the vessels were be- 
ginning to assume their normal ratio, but there was 
still present marked engorgement of retinal veins. 
Marked deepening of both anterior chambers was 
noted at this time. Four hours following the admin- 
istration of insulin, there was present a marked 
increase in intra-occular tension. The pupils re- 
mained unstable or irritated. The temperature re- 
mained subnormal. The anterior chambers of each 
eye were still much deeper than normal and there 
was present marked congestion of retinal veins. Ten- 
sion approached normal even before tubing was 
started and returned to the original level shortly fol- 
lowing tubing. 


M. W.: One hour following insulin there was 
present moderate suffusion of sclera and conjunc- 
tiva, marked congestion of retinal veins, dilation of 
the pupils amounting to 1 mms. and the usual drop 
in temperature. This amounted to about one degree 
at this time. One and one-half hours following insu- 
lin there occurred the onset of stupor accompanied 
rather marked increase in systolic pressure and de- 
crease in diastolic pressure. There was 2 mm. dilation 
of the pupil at that time but no further change in 
eye grounds. Two and one-fourth hours following 
insulin there was present 3 mms. of pupillary dila- 
tion, a drop in temperature of two degrees, being 
94.6 degrees, and blood pressure of 136/70 as com- 
pared to the original blood pressure of 112/76. 
There was present also a definite but moderate in- 
crease in intra-ocular tension, obvious deepening of 
the anterior chambers, definite haziness of the vitre- 
ous, and increased congestion of veins and arteries of 
the fundi of both eyes. The pupils were reactive to 
light but showed the instability that has been pre- 
viously mentioned. Three hours following insulin 
administration, the intra-ocular veins were much 
engorged but both fundi were unusually pink. The 
pupils remained quite unstable. At the end of three 
and one-fourth hours there occurred an apparent 
relaxation of the retinal arteries. The arteries were 
the same size as the accompanying veins, which was 
true for both eyes. At the end of three and one-half 
hours both anterior chambers were still deeper than 
usual, there remained a marked increase in intra- 
ocular tension and the media were less hazy. 


Sugar was administered shortly after the three and 
one-half hour interval and eleven minutes after the 
administration of sugar by stomach tube, fundi and 
media were perfectly normal, anterior chambers were 
of normal depth and the pupils reacted normally to 
light. The patient queried, “Where am I?” twelve 
minutes following sugar administration and was then 
able to answer questions but appeared dazed for 
seventeen minutes afterwards. Intra-ocular tension 
remained normal and ophthalmoscopic examination 
was negative for forty-five minutes following sugat 
administration. 
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TABLE II 


OBSERVATIONS DURING INSULIN TREATMENT 


Patient: MW. Age: 24. nes 
Room was in semi-darkness during the examination. 


TIME|_T. | p, |r,| pp. | ‘size | T.Br. EYE OBSERVATIONS AND OTHER COMMENTS 
6:30 | 98.4] 66| 12 | 112/76 5 mm 
9:15 Eye grounds—Discs are small and round. Media are clear. Vessels he 
j have normal 3:2 ratio and are not unusual or pathological. Se 
9:25 18/17 
9:28 | 80 units of insulin | oe 
9:45|98 | 64|18 | 
9:58 197.6| 56| 24 | 130/64 5mm | 17/17 | No change in eye grounds. 
10:28 | 84 6mm | 17/17 | Moderate suffusion of sclera and conjuctiva. Congestion of retinal ~ 
veins both eyes. 
10:32 | 97.6 
10:37 Becoming slightly agitated, asking for mother. 
10:41 Beginning to perspire. 
10:47 | 97.6| 82] 16| 156/40 
10:50|97.4| 94]|20 
10:55 7mm | 17/17 | No change in eye grounds. 
11:10 Definite stupor. 


11:15|97 | 100|22| 150/68 7 mm | Uncoop.| No change in eye grounds. 

11:45|96.4| 95]|20| 136/70 8mm | 21/20 | Very moist, deep stupor. Babinski negative; very quiet inactive 
stupor; appears to be in coma. Increased congestion of veins and 
arteries of both fundi. Definite haziness of vitreous, both eyes. 
L. vitreous is hazy but less than right. Definite deepening of 
anterior chamber both eyes. Pupils react to light, both eyes. 


11:52 Moderate injection of conjunctival and sub-conjunctival vessels, 
esp. in upper half, both eyes. 
11:54 In definite coma. Babinski positive. Salivating. 
12:15195.8| 74|26| 138/80 |Rt. 25/30 | Patient elevated to 50 degree angle. Pupils still react to light. 
Left 7 mm Definitely more engorgement of retinal veins. In deep coma; is 


drying up. Quiet, inactive. Developing some respiratory diffi- 
culty. Pupils unstable and under the influence of strong light 
will dilate and contract in a haphazard fashion. Under the in- 
fluence of light the margins of the iris seems to be under con- 
tinual motion, either contracting or dilating, indicating instability 
of nervous control. 
12:34 Entire fundus, both eyes, is unusually pink, including the disc. 
Veins very engorged and dark in color. Pupils observed dilated 
to capacity under strong light, then contract moderately in semi- 
darkness, in constant motion. 
12:45|95.4| 76|24]| 146/70 5mm | 32/28 | Veins very engorged and dark in color. Arteries observed dilated 
same size as accompanying veins. 


“1:06 32/25 | Veins are very dark, much more so than normal. Anterior cham- 
bers remain very deep. Media less hazy. 
1:08 Tubing started. 
1:10 Tubing over. 
1:15 32/32 Schiotz, 1 weight 


28/24 Schiotz, 2 weights es, 
1:18196 |112}|15 | 140/82 


21 6mm Fundi and media perfectly normal. Pupils react normally to light. 
Ant. chambers normal depth. ae 

1:22 Asks, “Where am I?” 

1:24 : Awake and answers questions. 

1:27 Awake but dazed. 

1:30 5 mm Conjunctiva is clear both eyes. Pupils normal, fundi and media 
normal. 

1:35 16/14 

1:45 | 97 78 | 18] 110/66 

15/14 

2:07 18/20 


2:15 [97.8 | 104 | 18 [120/70 
2:45|97.8| 96] 24 | 124/68 
2:55 | 20/20 | Eye findings normal thruout. 


‘ : 
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SUMMARY AND CONCLUSIONS ON INSULIN 
OBSERVATIONS 

During the stupor and coma occurring in insulin 
shock therapy, there have been observed certain def- 
inite changes. These include an early, gradually pro- 
gressive dilation of the pupils with retention of the 
reaction to light, but accompanied by a peculiar in- 
stability or irritability of the pupil in that it will 
alternately contract and dilate at certain periods of 
the stupor or coma. 

There develops during the course of the reaction 
marked haziness of the vitreous which is transitory. 
The changes in the retinal circulation are suggestive 
of an acceleration of circulation in that the fundi 
are definitely more pink than usual. Retinal veins 
are consistently engorged and on at least one occasion 
there was an obvious relaxation of retinal arteries 
until they were about the same size as the retinal 
veins. Definite moderate to marked increase in intra- 
ocular tension occurs during insulin shock treatment 
but may subside spontaneously before sugar is ad- 
ministered. 

The eye changes all subside promptly following 
administration of sugar solution and the recovery in 
this respect seems to be as rapid as in the case of the 
more obvious clinical aspects. 


BISMUTH POISONING FROM 
BISMUTH (SUB-NITRATE) 
GIVEN ORALLY 


Report of Case 
James H. Bena, M.D. 


Pittsburg, Kansas 


Bismuth poisoning during the course of anti- 
leutic treatment is a fairly common observation. 
Similar manifestations also occur during the course 
of bismuth therapy by mouth, but are less widely 
known. Because of the severe symptoms which this 
patient presented it was thought that our findings 
would be of general interest. An abstract of a case 
by Dr. Tayloe is presented in the Year Book of 
Pediatrics for 19381 to which the findings in our 
case are strikingly similar. 

B. B—a white female child, age three years, was 
seen for the first time on April 1st, 1939. 

Chief complaints; general malaise, anorexia and 
semi-stupor for the past four days. 

Father in an institution, said to be a paretic. There 
was no history of birth injury, former illness or 
developmental abnormality. 


Immunization; diphtheria and typhoid fever. 

Present illness; four days prior to admission pati- 
ent and family had “greens” for their evening meal. 
No other unusual foods or substances had been taken. 
The next morning the patient vomited and had a 
mild diarrhea. One other member of the family had 
a mild diarrhea which cleared up spontaneously the 
same day. 

The infant was given large doses of medicine (said 
to be bismuth) by mouth. Her diarrhea stopped the 
next morning but the vomiting became much more 
severe and patient developed a state of collapse. This 
progressed until the day prior to admission. Patient 
could not walk or talk and on the day of admission 
lost practically all voluntary motion. At no time had 
any fever been noted. 

Examination showed a white female infant of 
about three years of age lying very quietly in bed. 
very stuporous but not comatose. Her eyes would 
follow her mother about room and she made some 
feeble effort to turn her head. Patient could not be 
made to talk but would cry briefly on strong painful 
stimulus. She would swallow when water was poured 
into mouth. The patient was moderately cyanotic 
especially about the lips. 

Head; ears and eyes showed no abnormality. 

Nose; slight mucoid discharge. Turbinates and 
nasal mucosa slightly engorged. 

Mouth; dry with oral mucosa inflamed, mild gingi- 
vitis present. No black line was noted on gums and 
the pharynx was slightly inflamed. 

Neck; no rigidity, no lymphadenopathy. 

Chest; lungs clear, heart negative, rate 88. 

Abdomen; showed moderate distention and the 
liver edge was four cm. below the costal margin. 
Spleen edge was barely palpable at costal margin. 

Genitalia were normal. 

Extremities; showed normal development with 
marked atonicity. 

The abdominal reflexes could not be elicited and 
all other reflexes were markedly diminished. There 
was no response to stimulation by pin point. Patient 
would move only slightly when severely pinched. 

Temperature was normal and remained so the en- 
tire time that the patient was in the hospital. 

The blood was cherry red in color resembling 
mercurochrome and did not change in color on ex- 
posure to air. We felt this was due to the presence of 
methemoglobin. Unfortunately we were not able to 
do a spectroscopic examination. 

A spinal puncture was performed on April 2nd. at 
which time 15 cc of clear spinal fluid was removed. 

Specimens of blood, urine and stool were ex- 
amined by Dr. Hecker at the Kansas State Teachers 
College. He reported finding large amounts of bis- 
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FINDINGS 


SPINAL FLUID 
ADMISSION 


Spinal Fluid 
Cell Count—2 


Blood Chemistry 
Second Day 


Fasting Blood Sugar 
115 ’s % 


Adm, 
Albumin 3+ 


95% 


4,650,000 
9,500 


R. B. C......... 


Blood Kahn Negative 
30 mgm % 
Urea N. 17 mgm % 


Sugar Present 
Globulin— 
No Increase 
Kahn—Negative 


Sugar 0 
Acetone 3+ 


W.B.C. 
10-15-H 


R.B.C. 


Hyalin 
and granular 


casts 
8-10 H. P. F. 


muth in the stool and also in the urine. It was his 
impression that the methemoglobinemia was a result 
of the presence of bismuth nitrite in the bowel. This 
apparently occurs as a result of reduction of the 
nitrates to nitrites by bacterial action’. Because of 
this we believe the metal given was probably the sub- 
nitrate. 

Patient was given a transfusion of 200 cc of 
blood on each of two successive days. Transfusions 
were by indirect citrate method. 

Patient was given five gr sodiumthiosulfate on 
April 2nd and seven and one-half gr sodiumthiosul- 
fate on April 3rd, both intravenously. On the second 
day of treatment patient developed slight puffiness of 
the face and extremities which persisted for three 
days. The afternoon following the first transfusion 
there was marked diuresis with some reduction of 
the puffiness of the face. 

One half ounce of saturated solution of magnesi- 
um sulphate was given by mouth on four successive 
days and enemata were given twice a day for three 
~ days. 

Definite improvement was noted in the patient 
after three days when she began to make voluntary 
movements. Blood at this time was normal in ap- 
pearance and slight change in color was noted on 
exposure. Urine at this time as shown on the chart 
was improved.. 

After five days hospitalization the patient was al- 
most normal in her behavior, was eating well, talk- 
ing and walking about her room. There was no trace 
of edema or puffiness. Physical examination at this 
time was entirely negative. Urine showed an occasi- 
onal hyalin cast and five to ten W. B. C. per low 
power field, with no red blood cells. Patient was 
then dismissed with a good prognosis. 

This case illustrates a rather severe form of toxic 
symptoms from an apparent idiosyncrasy to bismuth. 
Not only must symptoms of poisoning be watched 
for during anti-leutic therapy with bismuth but also 
when bismuth is given by mouth. The most common 
manifestation is nephritis. Sypmtoms resemble those 


of mercury poisoning, however, the prognosis in 
bismuth poisoning is good as a rule, although deaths 
have been reported? 


1. John C. Tayloe—Southern Med. and Surg. = 62 Feb. 1938 
Abs. . Teer Book of Pediatrics Abt.—479-480: 1938. 

2. n-Haines and Webster—Legal Medicine and Toxicology 
1926 PP. 203-207. 


MERALGIA PARESTHETICA 
FOLLOWING CHIGGER 
BITE* 


Maurice A. Walker, M.D. 
Kansas City, Kansas 


A white girl, aged seventeen, received several 
chigger bites on her lower extremities and abdomen 
while on a picnic on July 4, 1938. Because of itch- 
ing, she painted the lesions with full-strength lysol. 
Within three hours, numbness developed in the en- 
tire area innervated by the right lateral femoral 
cutaneous nerve. 

She was first examined four days after the pares- 
thesia began. She stated that the numbness had not 
varied much since its onset, but seemed to become 
more noticeable when she stood after having been 
seated for some time. There was frequently a desire 
to rub her thigh, after which she would experience a 
sensation of burning. There was some diminution 
of sensation to touch, pain, and heat in the area 
involved. Some of the chigger bites had disappeared. 
One of those remaining was three cm. in diameter, 
had deep underlying induration, and was located 
eight cm. beneath the right anterior superior iliac 
spine at the site where the nerve emerges through the 
fascia. 

Her symptoms continued unchanged until about 
August 15. Then she noticed that the numbness was 
disappearing in the periphery of the area. This 
progressed rapidly, with complete return to normal 
sensation by September 1. 

*Paresthesia of the lateral 

A. D, Ecker 


femoral cutaneous is in 
detail Ecker and H. W. Woltman, J. A. M. A., iOte50. 
1652 (May 14) 1938. 
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-PRESIDENT'S PAGE 


To the Members of The Kansas Medical Society: 


No problem that confronts medicine is of more importance than the problem 
of public relationship. The best interest of both the public and the medical pro- 
fession are to be served by a complete understanding between the profession 
and the public. This understanding is to be accomplished by education, both 
of the public and the profession. In exact proportion as the public is informed 
of the aims and ideals and accomplishments of the profession in that same pro- 
portion will the appreciation of the profession by the public be increased. 


During the month of April of this year there will be accomplished the third 
annual enrollment of the Women’s Field Army. The participation of the pro- 
fession in this enrollment is bound to bring about a better understanding by 
the public of the aims and ideals of the profession. The Women’s Field Army 
is an organization of women promoted by the American Society for the Control 
of Cancer. The Field Army has asked that the Medical Society assume full respon- 
sibility for the direction of the educational campaign which they are promoting. 
The State Society accepted this invitation and this responsibility. We are asking 
that every member of\ the State Society cooperate to the fullest possibility with 
these ladies in this effort. 


All of the official leaders of the Women’s Field Army have been instructed 
that they contact their respective county medical society and that these medical 
societies would furnish them speakers and would cooperate with them in every 
way in the furtherance of their educational campaign. When the officers of the 
county medical society are asked by the various units of the Women’s Field Army 
for help in their various programs, the county medical society may designate 
some one of their own number to make the talks or they can communicate with 
the Cancer Committee of The Kansas Medical Society or the Society’s central 
office in Topeka asking that an outside speaker be sent to them and this will be 
done. If a member of the local society has been selected, the Cancer Committee 
or the central office at Topeka will be glad to cooperate with the local member 
in the preparation of his talk. The central office has a number of packets that 
are available for loan to any member to aid him in the preparation of his talk. 


In conclusion may I again urge that each of the county societies and each 
member of these various county societies lend all encouragement they can in 
the promotion of this enrollment that is to take place in April. It is a nation 
wide movement and we are anxious that the state of Kansas show favorably in 
comparison with other states. We are likewise anxious that The Kansas Medical 
Society and its component societies render as complete a service as is possible 


to this educational campaign. 


Yours very truly, 
C. C. NESSELRODE, M.D. 


President 
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EDITORIAL 


PERIODIC HEALTH 
EXAMINATIONS 


Periodic health examinations have been advocated 
officially by organized medicine for several years. 
Every physician knows that a great deal of disease 
would be discovered early and a vast saving in 
physical and mental suffering would result if health 
examinations became an accepted practice. Know- 
ing this full well the physicians throughout the 
country have not themselves accepted the idea with 
any manifest enthusiasm and few there are who 
take the pains to advocate it among their clientele. 
If the medical profession is not sold on the advan- 
tages of health examinations the public is not to be 
blamed for staying away from doctors until illness 
forces them to seek medical advice. 

Busy physicians are well occupied with sick peo- 
ple. Patients coming to them for health examina- 
tions are regarded as of less importance then those 
who are ill. This is perhaps the reason why they 


make little or no effort to encourage apparently well — 


people to apply for periodic examinations. If phy- 
sicians are to do their full duty toward the com- 
munity in which they practice they must go out of 
their way to teach preventive medicine and advo- 
cate health examinations. They should establish the 
habit of encouraging those who are under their care 
to return periodically. Particularly is it desirable that 
those beyond middle life and the advanced age group 
be encouraged to have periodic examinations. 


When an individual requests an examination he 
is entitled to something more than a cursory physical 
check up. The first and most important phase of an 
examination is a carefully elicited and written his- 
tory. The physical examination should be as thor- 
ough in an acquaintance whom the doctor has known 
for many years as in a patient coming to him for the 
first time. If errors are to be kept to a minimum 
nothing should be taken for granted. If a physician 
can use his eyes and ears and hands and possesses 
the abililty to evaluate his findings he can save a 
good deal of expense to his patient by avoiding a 
considerable amount of unnecessary Jaboratory work. 


The clinical laboratory, x-ray, basal metabolism and 
electro-cardiograph are all highly useful adjuncts to 
diagnosis, but superfluous examinations of this kind 
are often disappointing to the patient in the amount 
of accumulated costs and serve too often to keep 
the patient away from the doctor. All of these facil- 
ities should be brought into use when indicated. 
Good judgment in their employment reflects the 
wisdom and care of the physician. 

If the medical profession can sell themselves on 
the idea of periodic health examinations the public 
will come to the acceptance of them as a routine 
necessity. Herein lies considerable possibility toward 
increasing the confidence of the public in legitimate 
medicine. 


HOSPITAL PLAN 


The following message in regard to construction 
of Hospitals in areas where they are needed was 
forwarded by the President to Congress on January 
30th: 

“Health and Welfare Activities—Message from the 
President of the United States (H. Doc. No. 604) 

“The speaker laid before the House the following 
message from the President of the United States 
which was read by the Clerk and referred to the 
Committee on Interstate and Foreign Commerce, 
and ordered to be printed: 

“To the Congress of the United States: 

“In my special message to the Congress on January 
23, 1939, I expressed my concern over the inequali- 
ties that exist among the States as to health services 
and resources with which to furnish such services. 
With that message I transmitted the report and 
recommendations on national health prepared by 
the Interdepartmental Committee to Coordinate 
Health and Welfare Activities and recommended 
it for careful study by the Congress. 

“Conditions described a year ago are substantially 
unchanged today. There is still need for the Federal 
Government to participate in strengthening and in- 
creasing the health security of the Nation. There- 
fore I am glad to know that a committee of the Con- 
gress has already begun a careful study of health 
legislation. It is my hope that such study will be con- 
tinued actively during the present session, looking 
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toward constructive action at the next. I have asked 
the Interdepartmental Committee to Coordinate 
Health and Welfare Activities to continue its studies. 


“In order that at least.a beginning may be made 
I now propose for the consideration of the Con- 
gress a program for the construction of small hos- 
pitals in needy areas of the country, especially in 
rural areas, not now provided with them. Hospitals 
are essential to physicians in giving modern medical 
‘service to the people. In many areas present hospital 
facilities are almost nonexistent. The most element- 
ary health needs are not being met. 


“The provision of hospitals in the areas to which 
I refer will greatly improve existing health services, 
attract competent doctors, and raise the standards of 
medical care in these communities. The new hos- 
pitals should serve the additional purpose of provid- 
ing laboratory and other diagnostic facilities for the 
use of local physicians, as well as accommodations for 
local health departments. 


“The proposed hospitals should be built only 
where they are most needed; they should not be 
constructed in communities where public or private 
institutions are already available to the people in 
need of service even if these institutions are not up 
to the highest standards. To insure proper location 
and good standards of operation, approval of hos- 
pital construction projects should be given by the 
Surgeon General of the Public Health Service, with 
the advice of an advisory council consisting of out- 
standing medical and scientific authorities who are 
expert in matters relating to hospital and other 
public-health services. 


“Projects proposed for consideration should be 
submitted by responsible public authorities and 
should include assurance that adequate maintenance 
will be provided. Approval of projects should be 
preceded by careful survey of existing local hospital 
facilities and needs. Standards for organization, staff, 
and continuing operation should be established by 
the Surgeon General, with the advice of the advisory 
council. A competent hospital staff and satisfactory 
standards of service should be required, including 
medical, surgical, and maternity service. When in- 
dicated, special provisions should be made for the 
‘care of the tuberculous. In many areas of the South 


the present acute needs for the care of Negro patients 
should also be met. 

“I suggest that these hospitals be simple, func- 
tional structures, utilizing inexpensive materials and 
construction methods. The facilities of the Federal 
Works Agency should be utilized in the planning 
and execution of the hospital projects. Title to these 
institutions should be held by the Federal Govern- 
ment, but operation should be a local financial re- 
sponsibility. 

I recommend to the Congress that enabling legis- 
lation for this program be enacted and that a sum of 
between $7,500,000 and $10,000,000 be appro- 
priated to the Public Health Service to inaugurate 
the program during the next fiscal year. 

I am confident that even this limited undertaking 
will bring substantial returns in the saving of lives, 
rehabilitation of workers, and increased health and 
vigor of the people. 

“This suggestion is not a renewal of a public- 
works program through the method of grants-in-aid. 
The areas which I have in mind are areas so poor that 
they cannot raise their share of the cost of building 
and equipping a hospital. Yet I believe that many 
of such communities have enough public-spirited 
citizens with means, and enough citizens able to pay 
something for hospital treatment, to care for operat- 
ing costs of a hospital, provided they do not have 
to pay for its original construction and equipment, 
or to pay annual interest and amortization on bor- 
rowed money. Treatment in such a hospital would, 
of course, be available to men, women, and children 
who literally can afford to contribute little or noth- 
ing toward their treatment. 

“One of the important difficulties in such areas at 

the present time is that young doctors hesitate to 
practice general medicine or surgery because of the 
utter lack of hospital or laboratory facilities. One 
cannot blame them. 

“In such areas also costs of construction are gen- 
erally low and many local materials can be used. It 
is my belief that with the assistance of the Work 
Projects Administration the cost of building and 
equipping a hundred-bed hospital can be kept down 
to between $150,000 and $200,000. This means that 
we could build 50 such hospitals for between $7,- 
500,000 and $10,000,000. 


ay" 
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This is not an ambitious project. This principle 
should not be extended to Government gifts to com- 
munities which are financially able to build their own 
hospitals. It is an experiment in the sense that the 
Nation will gain much experience by undertaking 
such a project. 

“At the very least it will save lives and improve 
health in those parts of the Nation which need this 
most and can afford it least. 

“Franklin D. Roosevelt. 


“The White House, January 30, 1940.” 

On February 1st Senator Wagner of New York 
and Representative Lea of California introduced the 
following measure respectively in the Senate and the 
House (“S. 3230 and H. R. 8240”) which is intended 
to serve as an enabling act for the President's recom- 


mendation. 


A BILL 
“To promote the national health and welfare through 
appropriation of funds for the construction of 
hospitals. 

“Be it enacted by the Senate and House of Repre- 
sentatives of the United States of America in Con- 
gress assembled, That this Act may be cited as the 
‘National Hospital Act of 1940.’ 

“SEC. 2. For the purpose of assisting States, 
counties, health or hospital districts, and other poli- 
tical subdivisions of the States in providing better 
health and medical services through the provision 
- of needed hospital facilities to serve rural com- 
munities and economically depressed areas, there is 
hereby authorized to be appropriated to the Public 
Health Service for the fiscal year ending June 30, 
1941, the sum of $10,000,000 and for each fiscal 
year thereafter such sums as the Congress may deem 
necessary for carrying out the purposes of this Act. 
Amounts appropriated under this Act shall be avail- 
able until expended. 

“SEC. 3. States, counties, cities, other political 
subdivisions or parts thereof alone or in combina- 
tion wishing to participate in the benefits contem- 
plated by this Act shall make application to the 
Surgeon General of the Public Health Service (here- 
inafter referred to as the Surgeon General). Said 
applications shall contain information necessary to 
establish the existence of need for hospitals, to give 
assurance acceptable to the Surgeon General that 


such hospitals will be made available under appro- 
priate conditions to all groups of the population, will 
be maintained in good repair, and will be utilized 
in furnishing service of satisfactory quality, in ac- 
cordance with regulations hereinafter authorized to 
be prescribed. 

“SEC. 4. There is hereby established the National 
Advisory Hospital Council (hereinafter referred to 
as the “Council”) to consist of the Surgeon General 
as chairman and six members to be appointed by the 
Surgeon General with the approval of the Federal 
Security Administrator. The six appointed members 
shall be selected from leading medical or scientific 
authorities who are outstanding in matters pertain- 
ing to hospitals and other public health services. 
Each appointed member shall hold office for a term 
of three years except that (1) any member ap- 
pointed to fill a vacancy oecurring prior to the ex- 
piration of the term for which his predecessor was 
appointed shall be appointed for the remainder of 
such term, and (2) the terms of office of the mem- 
bers first taking office shall expire, as designated by 
the Surgeon General at the time of appointment, two 
at the end of the first year, two at the end of the sec- 
ond year, and two at the end of the third year after 
the date of the first meeting of the Council. No 
appointed member shall be eligible to serve con- 
tinuously for more than three years but shall be 
eligible for reappointment if he has not served as a 
member of. the Council at any time within twelve 
months immediately preceding his reappointment. 
Each appointed member shall receive compensation 
at the rate of $25 per day during the time spent 
in attending meetings of the Council and for the 
time devoted to official business of the Council under 
this Act, and actual and necessary traveling and 
subsistence expenses while away from his place of 
residence upon official business under this Act. 


“SEC. 5. The Council is authorized to advise the 
Surgeon General with reference to the carrying out 
of the provisions of this Act, including— 

(a) The review of applications for hospitals sub- 
mitted -in accordance with and meeting the re- 
quirements of section 2 and recommendation of 
such projects as in its opinion are needed, will be 
adequately maintained, and otherwise will fulfill the 
requirements of this Act; 
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(b) The formulation of standards which are 
necessary to insure proper conduct of the hospitals 
and care of persons served by the hospitals; 

(c) The formulation of rules and regulations 
necessary to carry out the provisions of this Act; 

(d) The review of reports and inspections, and 
when necessary, the making of inspections, with 
reference to professional service and standards of 
maintenance of the hospitals. 

“SEC. 6. In carrying out the purposes of this 
Act, the Surgeon General is authorized and directed, 
after consultation with the Council— 

(a) To conduct, assist, and foster studies and sur- 
veys with respect to needs for hospitalization and 
problems of hospital operation; 

(a) To approve hospital projects to designate the 
location, type, equipment, and size of hospitals, and 
to allocate available funds to such approved projects; 

(c) To provide training and instruction of per- 
sonnel who will be required in connection with the 
hospitals; 

(d) To cooperate with State and local health and 
welfare authorities and with professional agencies; 

(e) To secure reports and to make inspections 
with respect to professional service and standards 
of maintenance of the hospitals and other matters 
pertinent to carrying out the purposes of this Act; 

(f) To adopt such additional means as may be 
found necessary or appropriate to carry out the pro- 
visions of this Act, including the safeguarding of 
the quality of service furnished in hospitals; 

(g) To make, with the approval of the Federal 
Security Administrator, such rules and regulations 
as may be necessary to carry out the provisions of 
this Act; 

(h) To lease hospital projects when completed 
to the applicant for an indefinite period, the consid- 
eration for such lease being the maintenance and 
operation of said hospital in accordance with the 
provisions of this Act. If at any time said mainte- 
nance and operation by the applicant shall fail to 
meet such provisions, the lease shall be terminated 
by the Surgeon General on six months’ notice. 

“SEC. 7. When a hospital project has been ap- 
proved by the Surgeon General, in accordance with 
the provisions of this Act, it shall be certified by the 
Federal Security Administrator to the Federal Works 


Agency for construction and there shall be allocated 
and transferred to the Federal Works Agency, out 
of funds appropriated pursuant to this Act, so much 
of the appropriation as may be determined to be 
available for the project, and the Federal Works 
Agency is authorized to expend such sums for the 
planning, execution, and construction of the project 
and pertinent facilities, including administrative 
expenses, site acquisition, the preparation of work- 
ing drawings and specifications, award of all neces- 
sary contracts and supervision of construction; and 
the Federal Works Agency is further authorized to 
expend out of appropriations available to it in ac- 
cordance with the purposes thereof, such sums as 
may be necessary for the completion of the project, 
but without regard to specific limitations imposed 
on the use thereof. Title to the properties so con- 
structed, and to the equipment installed therein, and 
to the land upon which they are located, shall be in 
the United States. 

“SEC. 8. The Federal Security Administrator is 
authorized to accept on behalf of the United States 
gifts of money, equipment, and land to be utilized in 
carrying out the purposes of this Act. 

“SEC.9. The President is authorized to allocate 
from funds appropriated pursuant to this Act, for 
the fiscal year ending June 30, 1941, a sum for all 
necessary expenses of the Public Health Service in 
administering the provisions of this Act, including 
the training of personnel; and there is hereby author- 
ized to be appropriated in each succeeding fiscal year 
such amounts as the Congress may deem necessary 
for such purpose. 

“SEC. 10. (a) There is hereby authorized to be 
appointed in the Public Health Service, in accord- 
ance with applicable law, such additional commis- 
sioned officers and other personnel as may be neces- 
sary in carrying out the provisions of this Act. 

(b) On recommendation of the Surgeon Gen- 
eral, the Federal Security Administrator shall submit 
to the Bureau of the Budget on or before September 
15 of each year a list of approved hospital projects 
under this Act and cost estimates thereof, together 
with such other data as may be necessary for the 
preparation of the budget estimates. 

(c) This Act shall not be construed as super- 
seding or limiting (1) the functions, under any 


other Act, of the Public Health Service or any other 
agency of the United States relating to the preven- 
tion, diagnosis, and treatment of disease; or (2) the 
expenditure of money therefor. 

(d) The term “State’ as used in this Act shall 
include also the Territories and insular possessions 
of the United States. 

(e) The term “hospital” as used in this Act shall 
include the physical facilities necessary for the pre- 
vention, diagnosis, or treatment of disease, and for 
the protection of the public health. 

(f) The Surgeon General shall include in his 
annual report for transmission to Congress a full 
report of the administration of the Act, including a 
detailed statement of receipts and disbursements. 

(g) This Act shall take effect thirty days after the 
date of its enactment.” 

Numerous comments have appeared on the Presi- 
dent’s messages in the press and in lay and professi- 
onal periodicals and interestingly enough almost 
all of these comments have been nearly identical. Of 
particular interest, to the Kansas profession and 
one in which we believe the medical profession 
universally subscribes, is the following comment 
which appeared in the January 31st issue of the 
Kansas City Star. 


“HOSPITALS WHERE NEEDED—ONLY” 


“If federal money is going to be used for any 
public welfare purpose then there could be no just 
complaint over the use of a moderate sum for hos- 
pitals in remote areas now without these health 
facilities and unable to provide them. 

The principle to be observed here is that nothing 
be undertaken save on a showing of urgent need, 
that the projects be kept wholly in the hands of 
health authorities and physicians and that a very 
modest program shall not be allowed to become 
simply a start toward such gigantic expenditures for 
hospitals and numerous other purposes as set forth 
in the Wagner health bill. 

Mr. Roosevelt’s hospital proposal now laid before 
Congress could easily be made such a beginning, 
but it is assumed this would not be possible with the 
present Congress and that in the future the question 
could be dealt with on its merits. The proposal 
carries the requested expenditure of seven and one- 
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half to ten million dollars for about fifty 100-bed 
hospitals to cost $150,000 to $200,000 each. 

This does not require any expenditure in excess 
of the budget nor should it mean any interference 


whatever with the economy Congress seems to be 
striving desperately to attain. Even the reduced 
WPA appropriation is expected to be at least one 
billion dollars and still other public works funds 
will be going out under any conditions. 

A small part of this money simply can be diverted 
from other uses—such as roads, sewers, recreation 
and the like—and applied to the hospitals, relief 
labor being used as on the other projects. The dif- 
ference would be that the local communities them- 
selves would not be required to put up any of the 
money save what would be needed for maintenance. 

The hospital plan first was announced some weeks 
ago, and hardly a word has been heard in protest. 
But, once more, that is on the assumption that it will 
be what it announced to be and not something else.” 


MEDICAL ECONOMICS 


MEDICAL CARE SURVEY 


The Bureau of Medical Economics of the Ameri- 
can Medical Association recently published a sum- 
mary of the Survey of Medical Care in the United 
States conducted by the Association during the year 
1938. The survey was based upon reports and 
questionnaires compiled by state medical societies, 
county medical societies, public welfare agencies, 
school agencies, public health agencies, hospitals, 
and by individual, pharmacists, dentists, and phy- 
sicians. The summary presents a recapitulation of 
the information obtained from the individual reports 
and questionnaires. Likewise several pages are de- 
voted to each of the various states which furnished 
information. The Kansas section is as follows: 


KANSAS 

The Kansas Medical Society has for several years worked 
in close cooperation with all other organizations concerned 
with medical care. It maintains a committee on allied 
groups which is charged with coordinating functions of 
that kind. It assisted the American Society for the Control 
of Cancer in the conduct of a cancer survey.1 It has a very 
active Committee on the Control of Tuberculosis that has 
sponsored a case finding campaign.” 

Its Committee on Conservation of Eyesight established 
and has assisted materially in the Kansas State Board of 
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Social Welfare medical blind program. Its Committee on 
Automobile Accidents cooperates with the Kansas State 
Highway Commission in various programs on this subject. 
Its Committee on the Control of Cancer is one of the oldest 
committees of that kind in the country and provides ex- 
tensive lay and professional programs on malignant disease. 

Its Committee on Hospital Survey studies needed equip- 
ment in hospitals and makes recommendations on economic 
use of present equipment. This year thirty incubators were 
placed in Kansas hospitals through efforts of that commit- 
tee in cooperation with the Kansas State Board of Health. 
Its Committee on Maternal and Child Welfare in coopera- 
tion with the Kansas State Board of Health engages ex- 
tensively in post-graduate and other programs. That 
committee at the present time is also working on state-wide 
immunization and vaccination programs. Its Committee on 
Medical Schools coordinates the services of the University 
of Kansas School of Medicine with Kansas needs and the 
Kansas medical profession. 

Its Committee on Pharmacy cooperates with the phar- 
maceutical profession on many matters of public health in- 
terest. Its Public Health and Education Committee is active 
in many fields of lay education. Its Committee on Scientific 
Work coordinates post-graduate activities, and keeps the 
Kansas profession informed on new discoveries, new pro- 
cedures, epidemics, increases in morbidity and mortality, 
etc. Its Committee on the Study of Heart Disease presents 
post-graduate courses on that subject, and at present is 
standardizing heart disease reporting in Kansas. Its Com- 
mittee on Venereal Disease in cooperation with the Kansas 
State Board of Health has established several clinics and 
provides post-graduate training. 

The Kansas State Board of Health is composed of nine 
physicians and one attorney and has always worked in close 
cooperation with the Kansas Medical Society. The State 
Board of Health is engaged in the following programs: 

1. Preventive medicine—provision of toxoid and small- 
pox vaccine without cost to physicians; the sponsorship of 
a considerable number of county immunization projects for 
the control of diphtheria and smallpox; publicity of pre- 
ventive medicine and cooperation with the Kansas profes- 
sion in this regard. 

2. Health education of the public—The Kansas State 
Board of Health publishes a weekly news release on health 
topics, it presents occasional radio addresses on similar 
subjects in addition to a number of manuals and pamphlets, 
and it provides some lay talks under guidance of county 
medical societies. 

3. Demonstration clinics—the only demonstration clinics 
conducted by the State Board of Health in this state pertain 
to tuberculosis. 

4. Laboratory facilities—Kansas has two state labora- 
tories, one at Parsons and one at Topeka. 

5. Arsenicals and bismuth for the treatment of syphilis 
are furnished without cost to doctors of medicine. 

6. Vital statistics—the Division of Vital Statistics of the 
Kansas State Board of Health attempts to compile mor- 
bidity and mortality figures on all types of sickness and 
injuries; the majority of its information is obtained from 
death certificates, birth certificates, and from reports sub- 
mitted by physicians. 

Several volunteer agencies also cooperate with the State 
Board of Health and the State Medical Society; these in- 
clude the Crippled Children’s Commission, the Red Cross, 
the Kansas Tuberculosis and Health Association, the 
American Legion, civic clubs, certain lodges and churches. 
This cooperation is usually unofficial and in close con- 
nection with state and county medical societies. Attention 


is called to these relations because they are all parts of a 
highly developed program of medical care, involving an 
harmonious effort of all agencies concerned. 

The Committee on Medical Economics of the Kansas 
State Medical Society has assisted in securing uniformity 
and efficiency of county medical society plans for the care 
of the indigent. This work has been carried on in co- 
operation with the state and county boards of social wel- 
fare.* Approximately sixty-five of the 105 counties in the 
state now have free choice indigent medical care plans. A 
report in The Journal of the American Medical Association 
110:230B (June 11) 1938 on the Kansas Social Welfare 
Law is as follows: 

The Kansas Social Welfare Law passed in 1936 contains 
the following provision: 

The State Board of Social Welfare shall cooperate 
with the county boards of social welfare in estab- 
lishing plans financed by county funds for pro- 
vision of medical care to needy persons. 

This clause was inserted in the law by the medical pro- 
fession with the thought that it would tend to provide the 
benefits of local methods rather than a single method for 
the entire state and that at the same time the state board 
would be able to further efforts in this direcion. 

A committee composed of county commissioners, county 
welfare directors and physicians was recently appointed by 
the State Board of Social Welfare to make recommenda- 
tions on indigent medical care in Kansas. After comple- 
tion of extensive studies, the committee made the following 
recommendation: 

“Resolved, That in the opinion of this committee the 
most feasible and desirable county plan for supplying med- 
ical care to public assistance recipients is by means of a 
contract between the county board of social welfare and 
the members of the county medical society organization, 
collectively or individually; the physicians included in the 
contract to be compensated for their services on a lump 
sum or controlled fee schedule basis by the county board 
of social welfare.” 

In the discussion of the problems, it had become ap- 
parent to all that many of the difficulties associated with 
the giving of medical care to recipients could easily be 
eliminated if a liaison committee of physicians was ap- 
pointed in each county. 

If this were done the county board of social welfare 
could discuss the medical problems with a group well 
qualified to discuss the medical aspects of the program, and 
the physicians would have a committee which could discuss 
with the county board of social welfare administrative and 
social welfare problems about which they had questions. 
With this in mind, the committee passed the following 
resolution: 

“Resolved, That in the opinion of this committee the 
effectiveness of any county medical plan or program can 
be increased by the establishment of a committee of phy- 
sicians selected by the medical society which can function 
as a liaison committee between the county board of social 
welfare the physicians practicing medicine within the 
county.” 

The committee concluded the meeting with a request 
that the state board prepare and publish the material gath- 
ered for the committee and send copies of the bulletin to 
all concerned, with the distinct understanding that the re- 
port was to represent the viewpoints and attitudes of the 
committee and not necessarily that of any official organiza- 
tion with whom any of the members might be associated. 
Representatives of the medical profession have held many 
conferences with representatives of the board in an effort 


4 


to have the provision adopted as an early part of the state 
welfare program. The Sedgwick County Medical Society 
has a medical service bureau to provide medical service 
for nonrelief, low income wage earners. 

In a recent survey of the twenty-five leading causes of 
death in the past twenty-five years in Kansas it was found 
that almost without exception substantial decreases had 
been recorded. 

With this general coordinated program as a background, 
the American Medical Association survey was conducted in 
twenty counties with 488,255 population. This popula- 
tion was composed of 224,811 urban and 263,444 rural 
residents. Within the territory covered by these counties, 
forms were sent to 519 physicians and dentists. One hun- 
dred eighty-three were returned. The returns from hos- 
pitals, nurses, health departments and others represented a 
much high percentage of the forms sent out. 

The summary prepared by the Kansas Medical Society 
stated that there were six counties in Kansas with a 
population of more than 2,000 per physician. A map which 
accompanied the returns showed that these were prac- 
tically all in the dust bowl section of the state in which 
the population has been generally declining for the last 
few years. Twenty-nine counties contained no hospitals 
registered by the American Medical Association. However, 
some of these counties have small hospitals which serve 
all needs not served elsewhere. In a rcent survey, the 
society's committee on hospital survey found only three 
counties which felt hospitals were needed. There were 
three counties where full time physicians had been hired 
to care for the indigent. They are permitted to practice 
privately if time permits. There are also a number of 
counties where a part time salary, fees or other compensa- 
tion is paid to individual physicians for indigent medical 
care. 

The University of Kansas Hospital, located in Kansas 
City, Kansas, with a bed capacity of 300 receives indigent 
patients from any part of the state. The conditions under 
which these are received are explained in a letter from Dr. 
H. R. Wahl, Dean of the school. He says: 

“Clinical patients, that is, those who do not pay a pro- 
fessional fee but pay the hospital charges are sent into the 
hospital upon request from the family physician, or by 
passing through the Social Service Department, receiving 
its approval. The Social Service Department goes into the 
financial status of every applicant very carefully in making 
their arrangements for admission into the hospital. Eighty- 
five per cent of the beds in the hospital are occupied either 
by indigent patients or by patients who do not pay the 
doctor’s fee but pay the hospital charges; the latter group 
is known as clinical patients, and come in, as I have stated, 
either through Social Service or by letters from their 
family doctor requesting us to admit the patients under 
this category. I should also add that these letters from the 
doctors go through the Social Service Department, and are 
almost always honored by this department. The only ex- 
ceptions are those when patients want special services, and 
the Social Service Department finds that the patients can 
easily afford to pay the physician’s professional fee even 
though the family doctor has recommended them for 
clinical care. These cases are, of course, rare exceptions. 

“We do not feel the capacity anywhere near meets the 
demands of the services being rendered. We are asking for 
some enlargement of our plant to increase some of the 
facilities. The equipping of the new units recently erected 
will add at least fifty beds to our present capacity. We have 
5 pecorame of eventually increasing the hospital to 550 
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The secretary of the state medical society expresses his 
belief that it is the general medical opinion in Kansas that 
local hospitals could care for the indigent sick more eco- 
nomically than at a central institution. 


There has been some overcrowding at the State Sani- 
tarium for Tuberculosis, but an addition has recently been 
constructed which increased the bed capacity to 600. Sev- 
eral other municipal and county tuberculosis sanatoria are 
maintained in the state. A new addition was also recently 
completed at one of the mental and nervous disease in- 
stitutions. The institutions for the blind, deaf and dumb, 
epileptic and feebleminded may be considered as reason- 
ably adequate. 


The 183 physicians replying on the forms provided in 
this study stated that they had cared for 28,919 persons 
without charge during the past year, 1937. This is about 
five per cent of the population of the district covered. 
These same physicians gave 2,733 free hours in clinics and 
dispensaries. It must be remembered that there are many 
counties in which there are no out-patient departments or 
clinics. Hospitals in ten counties reported that they had 
cared for 1,153 patients as public charges and 2,998 for 
whom they received no pay. 


Reports were received from sixty-seven pharmacists who 
filled 1,628 prescriptions free of charge and 6,193 at re- 
duced prices. 


A welfare agency in one county reported that there were 
250 persons who needed medical care but did not receive 
it. An explanatory note stated that these were persons who 
had been offered immunization free but had refused it. 
In another county it was reported that there was a lack of 
dental care, and several reported that defects discovered 
in school examinations had not been corrected owing to 
the neglect or the opposition of parents. 


It must be remembered in connection with this study, 
that Kansas probably has at least as large a percentage of 
cult practitioners as any state east of the Rockies. A map 
which accompanied the survey gives the number of institu- 
tions operated by cult organizations, and shows that these 
are apparently more numerous than in other states. 


There was a total of 398 forms returned of which, as 
has already been mentioned, 183 were returned by phy- 
sicians and dentists. Two facts should be kept in mind in 
considering the comments received: first, the total number 
of comments was a small proportion of the number of 
forms received, and second, the majority of the returns came 
from sources other than physicians and dentists. As in 
nearly every other state, there were more comments to the 
effect that the medical situation was satisfactory than of any 
other type. There were eight sources of this statement; 
four of these were physicians, two of them pharmacists, 
one a health department, and one a school. There were 
five comments to the effect that more care was needed for 
the low income classes, three of which suggested the estab- 
lishment of clinics. Three other sources stated that better 
arrangements should be made for the care of the indigent. 
Only seven sources suggested any type of insurance; of 
these three came from physicians, one from a nurse, one 
from a hospital, one from a welfare agent, and one from 
a pharmacist. From three sources came the statement that 
more public health work or the creation of new public 
health departments was necessary. There were several 
miscellaneous suggestions from individuals, such as “na- 
tional assistance managed by local medical societies,” “‘com- 
pulsory immunization,” “full time county health nurse,” 
and “a county hospital.” 
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CANCER CONTROL 


CANCER QUACKS 


C. Alexander Hellwig, M.D. 


Wichita, Kansas 


“Doctor, where can I get $500 for having my 
mother cured of cancer?” the elevator operator of a 
large hospital in Wichita recently asked me. A man 
who comes daily in contact with competent surgeons 
and radiologists told me the following story. His 
mother had been treated during the last two years 
for breast cancer by a well known Kansas cancer 
quack. After having spent $750, she had been told 
that she needed one more treatment to get com- 
pletely cured. However, the “doctor” could not do 
anything before receiving $500. 

Never have I felt the urgent need for lay educa- 
tion more than during this conversation. The quack 
who treats pains in the back is relatively harmless, 
because rheumatism is seldom fatal. The cancer 
quack, on the other hand, treats a disease which will 
inevitably kill the patient if it is not properly han- 
dled. The cancer quack never cures any but small 
skin cancers and certainly takes all of the victim’s 
money, for the quack never treats anyone free. 

It is our daily experience that patients come to 
the Sedgwick County Tumor Clinic after all hope is 
gone and all money has been wasted on fake cures. 

The disastrous results of the cancer quacks’ activi- 
ties are well illustrated by the pictures taken in our 
cancer clinic. They are due to the application of 
caustic cancer paste which takes off the surface of 
the cancerous tissue, without preventing extension 
of the growth into the deeper structures. In many 
instances the paste itself is largely responsible for 
the victim’s untimely death. 

The American Medical Association has published 
a pamphlet entitled “Cancer Cures and Treat- 
ments,” describing some forty cancer cures offered 
to the American people since 1900. Were they not so 
tragic in their import to the patients, the names and 


agama FOR MEDICAL CARE SURVEY 


. Rector, Frank L.: Cancer Survey of Kansas, Jr. Kansas Med. 
Soe. 35:253-266, 300- pe 343-362 (July, pony & Sept.) 1934. 
2. Bulletins issued by the Committee on Control of Tuberculosis, 
Jr. renee Med. Soc. 39:118 (March) 1938. 
Medical Assistance in Kansas—A Report to the State Advisory 
Conimitice on Medical — for Public Assistance Recipients with 
the Recommendations of the Committee, Research Study No. 4, 
May, 1938, prepared by Div. of Research and Statistics, State Board 
ial Welfare in Kansas. 


Fig. 1.—Cancer of the lip after treatment with cancer paste, 
by cancer quack. In spite of great defect produced by the 

te, the biopsy showed active squamous cell carcinoma. 
Botione died six months later on extensive metastases in the 
ungs. 

Fig. 2.—One of the few cancer cures by cancer paste. A 
small basal cell carcinoma in front of ear, healed with great 
scar and disfigurment. Patient is unable to close the eye and 
suffers from corneal ulcers. 


intents of the cures might sound amusing. There is 
one remedy said to be derived from a “mysterious 
plant” which is claimed to be the “only infallible 
cure ever discovered for cancer.” There is, also, a 
“cure” which consists mainly of baking soda; one con- 
sisting of a solution of saltpeter; and many others of 
similar content. 

The introduction of radium gave rise to a half 
dozen radium quackeries. In 1932 a company in 
New Jersey marketed an alleged radium treatment 
which was endorsed by an evasive Hungarian Uni- 
versity professor. A company in Colorado incor- 
porated for $1,000,000, exploited several claimed 
radium preparations, one having Limburger cheese 
in the form of poultices. The advertising for the 
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latter states: “A person who has a weak constitution 
_,.should never use the Limburger cheese as a 
poultice, as it is too powerful a magnet.” 

Cancer remedies offered to the general practi- 
tioner resort to impressive language. A practitioner 
in Michigan offers a synthetic anti-toxin which in 
glowing terms is said to “cure cancer”. It is interest- 
ing to note that the addition of the term “synthetic” 
to the term “anti-toxin” exempts the product from 
inspection under the Federal Virus, Serum, and 
Anti-Toxin act. In attempting to sell this anti- 
toxin to physicians, the manufacturer specifies 
that the fee shall not be less than $300 for the 
first and $200 for subsequent treatments. The other 
day a lady called me up by telephone and told me that 
her sister who lives in Cleveland had been treated 
with this serum. After having spent $500, she had 
been told by the “cancer specialist” that she had 
Hodgkin’s disease and that there was no hope for her. 
I advised her to have her sister examined by a com- 
petent physician. There it was found that she did 
not have Hodgkin’s disease, and that her only trouble 
was a chronic cholecystitis. 

The cancer institutes of dubious repute attract 
patients by the old claim to “cure cancer without the 
knife.” Most of these concerns resort to the ancient 
treatment of cautery. Caustic disfiguring concoctions 
are poured and plastered on the “cancer.” If the 
disease is really cancer, the patient is almost certainly 
doomed to death. Yet, recently, an institution in a 
neighboring state which uses this method almost ex- 
clusively, reported cash receipts of $201,600. 


Fig. 3.—Effect of cancer paste. Amputation of three toes. 
Patient was told by reputable ysician that he had athlete’s 
foot. He did not believe him, but went to “cancer specialist’’ 
who made the diagnosis of cancer. 
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Written testimonials from “cured” patients play 
an important role in the business methods of the 
cancer quack. They cannot be taken at face value, 
for most of these charlatans are not capable of mak- 
ing a correct diagnosis, nor do they want to make 
one. They treat many cases of simple ulcer or swell- 
ings which are not cancer, and when the condition 
is healed they advertise that they have cured a can- 
cer. A fine example of the worthlessness of such 
testimonials is illustrated by the following letter 
which appeared in an advertisement published re- 
cently by a Kansas cancer practitioner: 

Neodesha, Kansas, November 14, 1933. 

I wish to state that I had cancers of the 
mouth, on lips and tongue. I was treated at 
Rochester, Minn., for six weeks with radium 
which was a complete failure. I then went to 
has treated me about five weeks. I am now go- 
ing home and I believe my cancers are entirely 
killed. 


Oklahoma. 

secushichmaiasbsosdastiadeianiaa , Pawhuska, Okla., his nurse. 

The office of The Kansas Medical Society investi- 
gated this case and was informed by the wife of the 
patient that she did not believe her husband signed 
a statement of this kind, that he was not satisfied 
with the treatment received at the Kansas institution, 
that she believed the treatment aggravated his con- 


Fig. 4.—Effect of cancer te om breast. Necrosis of skin. 
Patient consulted physician few days after application of paste 
by cancer quack. The pain was unbearable. By histologic 
examination no cancer was found in the breast. 
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dition, and that her husband died on December 16, 
1933. 

The American Society for the Control of Cancer, 
some years ago, offered a prize to be given to the 
one who first developed a cure for cancer. There 
were 2,500 applicants. The letters of entry described 
mixtures developed by an Indian squaw, an old herb 
doctor, a blacksmith and many others of similar 
scientific status. In every instance, the claim was 
made that the method had worked successfully in 
hundreds of cases personally known to the inventor. 
Not one of the 2,500 cures offered was worth the 
paper on which it was printed. A contribution for- 
warded from Kansas, reads as follows: 

“Dear sir: I am not a student nor a doctor but 
if you stack up 3 million dollars so it is mine 
when the cancer is cured, bring on your man or 
woman I do not care how bad there ate up if 
the flesh is all gone off arm or leg or grate 
holes eat out but take a cancer when it is as big 
as half dollar it wont make a bad show dear surs 

I am ready to go to work Bring the patient and 

check put it in the Bank so it is mine when can- 

~ cer is cured. answer at once.” 

It cannot be denied that the physician himself by 

honest but ill advised frankness may drive the can- 
cer patient into the greedy arms of the quack. The 
physician who bluntly tells a patient there is no hope 
of a cure, overestimates, in most cases, human na- 
ture. 
My teacher in surgery, Dr. Schmieden of Frank- 
furt, would never use the word “cancer” in explain- 
ing to a patient that he had a malignant growth. 
When I came to this country and expressed my 
astonishment about the frankness with which physi- 
cians pronounced the death sentence to inoperable 
cancer patients, I was ridiculed and told that Ameri- 
cans have enough courage to stand the truth. A 
physician who was especially emphatic in this atti- 
tude has today a cancer himself. He is looking for 
any ray of hope and, in that effort has convinced 
himself that he does not have a cancer, but instead 
a special form of tumor, very sensitive to radiation. 
An outstanding surgeon acquaintance of mine had 
an exploratory operation in a well known clinic and 
had been informed that he had a far advanced stom- 
ach cancer and could not expect to live longer than 
six months. He returned home, broken in body and 
spirit. He asked me, in his despair, what I thought 
of the cancer serum treatment. 

A prominent business man of our town had been 
operated for intestinal cancer. Several months later 
he consulted a physician, because he developed jaun- 
dice. He was told that he had metastases in the liver 
and that nothing could be done for him. He went 


immediately to a cancer institution in a neighboring 
state for treatment, and after he returned home the 
fame of that institution spread rapidly through 
Wichita because the patient had lost his yellow color. 

Neither do I believe it helps in the fight against 
the cancer quack when a prominent surgeon goes 
about, telling that he has never cured a certain type 
of cancer and that anyone who claims a cure must 
have made a wrong diagnosis. There are several ex- 
planations for discrepancies of this kind between the 
opinions of physicians. Perhaps, the most plausible 
one is that the physician has operated only patients 
in the very latest stages. The effect of such a pessi- 
mistic statement on the part of the physicians who 
see only a few cancer cases a year and on the public 
cannot be underestimated. Many physicians and all 
lay people regard cancer as a single disease, a view 
which is, of course, entirely wrong. 

Under the general term “cancer” have been 
grouped a great variety of clinical diseases which dif- 
fer widely in clinical course, prognosis, and radio- 
sensitivity. Even in the same organ, as in the breast, 
“cancer” may be of the inflammatory variety which 
spreads, regardless of treatment, and kills in a few 
months, and on the other hand, may be of the "colloid 
type” which may go on for years and never cause 
metastases. As long as the laity does not know there 
are many clinical entities in the field of “cancer”, I 
believe it is unwise to use the term “cancer” before a 
patient. 

A well known surgeon said once that the medical 
profession will never succeed in stopping cancer 
quackery until laboratory research has given the 
physician therapeutic and preventive weapons as ef- 
fective against cancer as those we have today against 
diphtheria. It is true that there are no quacks for 
treating diphtheria. 

However, I believe our attitude should be less 
pessimistic, even under present conditions. If all 
available methods of detection, diagnosis, surgery, 
and radiation were to be brought to universal use, 
half of the present annual toll of 150,000 cancer 
deaths in the United States could be avoided, ac- 
cording to the foremost cancer students in this 
country. 

Likewise, to aid in this achievement, all possible 
effort must be given to the extinguishment of the 
cancer quack. 


Considerable attention is paid to the infection of children 
by tuberculous teachers but the question of the infection of 
children by domestic servants has received little attention. 
The prevention of first infection tuberculosis involves the 
examination of domestics in homes where there are chil- 
dren. Teschendorff, V., Deut. Tuber. Blatt, 1938 and 
Bul. Hyg., June, 1939. 
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EYE, EAR, NOSE & THROAT 


ORBITAL CELLULITIS 
TREATED WITH 
SULFANILAMIDE 


H. L. Kirkpatrick, M.D. 


Topeka, Kansas 


Orbital cellulitis has always been considered a 
serious condition. Serious damage to the eye has re- 
sulted in a large percentage of cases. In scanning 
records previous to the introduction of sulfanilamide 
and its cousin sulfapyridine, one is impressed by the 
frequency of corneal scars and even optic atrophy 
following a typical orbital cellulitis. One is also im- 
pressed by the number of unsuccessful incisions for 
drainage, by that I mean no drainage was established 
and the incision apparently had no influence on the 
course of the disease, unless perhaps to make it worse. 

Three recent cases are presented, two of which 
were treated with sulfanilamide and one with sul- 
fapyridine and hot packs. 

Case I. White, male, age seven, came into the 
hospital following a severe cold with orbital swell- 
ing and proptosis. The etiology was apparently from 
ethmoiditis. Temperature was 103 degrees, leuko- 
cytes 22,000. Sulfanilamide was given, sixty grains 
per day. After seventy-two hours the orbital swell- 
ing had receded about fifty per cent and the tempera- 
ture was normal. In a week all edema was gone. No 
operative interference of any kind was attempted. 
Intra-nasal drainage was obtained with two per cent 
ephedrine sulfate in normal saline. 

Case 2. White, female, age eleven, had had a 
severe sore throat and cold from which she appar- 
ently was recovering. She went to school and re- 
turned home during the afternoon because of severe 
pain above the left eye. When seen the next morn- 
ing she had a temperature of 103 degrees, marked 
orbital swelling and proptosis. Muscular move- 
ments were not disturbed. X-rays of sinuses showed 
ethmoiditis with antra clear and no frontal sinus 
on the left side. Treatment consisted of sulfapyri- 
dine, grains seventy-five a day for two days. The 
temperature dropped to normal and the edema re- 
ceded considerably. Sulfanilamide therapy was then 
substituted because of nausea from sulfapyridine. 
She was dismissed from the hospital at the end of a 
week with no orbital swelling. 

Case 3. White female, age fifty, came into the 
office with marked orbital swelling and proptosis 


which followed a cold. Etiology was ethmoiditis. 
With sulfanilamide, grains one hundred twenty per 
day, for two days the temperature which was 101 
degrees dropped to 98.4 degrees and the edema began 
to subside. At the end of a week orbital reaction had 
practically disappeared. 


TUBERCULOSIS CONTROL 


SPONTANEOUS PNEU- 
MOTHORAX* 


Robert Charr, M.D. 


Robert Charr reports ten cases of fatal sponta- 
neous pneumothorax. All cases were in the third 
and fourth decades of life; six were males and four 
females. Eight had pulmonary tuberculosis and two 
anthracosilicosis. 

“In all, the most of the pneumothorax was sud- 
den, and it occurred while the patients were in bed. 
In none of the cases severe coughing, sneezing or 
any other form of physical exertion preceded the 
fatal accident. The chief complaints were dyspnea 
and pain in the same side of the chest as the pneu- 
mothorax. All showed cyanosis, clammy skin, weak 
pulse, dry mucous membrane of the mouth with 
thirst and apprenhension of impending death.” 

At necropsy, it was found that in seven of the cases 
the pulmonary rupture was in the midaxillary aspect 
of the upper lobe and in three it was on the anterior 
surface about the midclavicular line. In two of the 
latter group the rupture was in the upper lobe and 
in one in the lower lobe. In all the perforation was 
either in the front or the axillary region of the lungs 
—in none on the posterior surface of the lung. 

“In three cases with the rupture on the anterior 
surface of the lungs, the perforation took place 
through the center of large and acutely caseous tu- 
berculous nodules, measuring about 1.5 cm. in di- 
ameter. The visceral pleura covering them was thin 
and transparent without adhesions to the adjacent 
parietal pleura. Following the ruptures deeper into 
the lungs led into irregularly shaped and acute cavi- 
ties in the center of caseous consolidation. The cavi- 
ties varied in size and were located in the anterior 
half of the lungs. Projecting into the cavities were 
several stumps of brochi and many cord-like struc- 
tures criss-crossing the cavities, which on section 
proved to be the remnants of lung tissues. Excursion 


*Spontaneous Pneumothorax, Robert Charr, Amer. Rev. of Tuber., 
13% . No. 5, Nov., 1938. Tuberculosis Abstracts, February, 
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of the air through these bronchial stumps was free. 
When the air was rapidly pumped into the main 
bronchi, the perforated visceral pleura covering the 
caseous nodules ballooned out remarkably. The sur- 
face distribution of the caseous tubercles in these 
three cases was interesting. Practically all the acutely 
caseous tubercles were on the anterior portions of 
the lungs. The posterior parts showed principally 
congestion and areas of gelatinous pneumonia. 

“In seven cases with the ruptures in the axillary 
region, the character of the ruptures differed from 
those already described. In none did the perforation 
take place through the center of caseous tubercu- 
lous nodules as in the previous cases. There was 
much pleural thickening about the ruptures. The 
tuberculosis which was present in all expecting two 
anthracosilicotic cases was chronic in form with con- 
siderable fibrosis throughout the lungs. Although 
there were scattered caseous tubercles, many of them 
showed, on histological examination, fibrous capsules 
surrounding them. Furthermore none of these cases 
showed superficial tubercles as acutely caseous as 
those in the first three cases.” 

It seems that the immediate cause of the pulmon- 
ary rupture in these seven cases may have been 
tugging on the pleural adhesions. There is consid- 
erable vertical excursion of the lungs due to the 
greater depth of the costophrenic angle at that point. 
The sliding motion of the lung upon the inner sur- 
face of the thorax is probably most marked along the 
axillary aspect of the chest, which, if that is the case, 
accounts for the marked tugging movement on the 
pleural adhesions along the axillary region. 

The absence of pulmonary rupture on the posterior 
aspect of the lungs confirms the belief that the 
cause of spontaneous pneumothorax is largely a 
mechanical one. The front and the axillary portions 
of the thorax move more in respiration than the 
posterior parts where the ribs are attached to the 
spinal column. These factors of chest movement may 
be more pronounced when a person lies on his back. 

The left side is more frequently involved than the 
right, the per centage being approximately sixty on 
the left and forty on the right. Various theories have 
been advanced to account for leftsided preponder- 
ance but there seems to be no doubt that the heart 
action produces an additional pulmonary mobility 
on the left side. 

Spontaneous pneumothorax occurs in diseases 
other than tuberculosis. In the author's present series, 
two cases had far advanced anthracosilicosis uncom- 
plicated by tuberculosis. In one of these there were 
large emphysematous blebs in the midaxillary re- 
gion of the upper lobes, rupture of which very likely 
produced the pneumothorax. Over these blebs the 
visceral pleura was considerably thickened, but the 


microscopical examination of the walls of the blebs, 
showed extreme thinning of the elastic layer and at 
several points there was an actual breach in the 
continuity of the elastic lamina. In the other case the 
perforation of the lung was due to an extension of a 
cavity located in the center of a large anthracosilico- 
tic mass in the right upper lobe. 

Morphological changes of shock and related capil- 
lary phenomena were noted. These changes were 
marked diffuse congestion of capillaries and venules, 
especially in the lungs, liver and kidneys. Many of the 
alveolar spaces were filled with edematous fluid, and 
the capillaries were filled with blood. Supportive 
treatment usually employed in shock, in addition to 
withdrawal of air from the pleural space, which, of 
course, is most important, may be of value. Wrap- 
ping the patient with blankets, giving hot drink, and 
oxygen and intravenous administration of fluid may 
be helpful, though Moon has warned against too 
much heat producing peripheral vasodilatation and 
loss of body fluid in the form of perspiration, which 
may aggravate shock. 


NEWS NOTES 


OSTEOPATHS 


The Kansas Supreme Court ruled on February 6th that 
it had sustained the motion to make definite and certain 
filed by the Wilson County Hospital in the injunction 
case brought by osteopath Milton V. Gafney, of Neodesha. 
This action will seemingly make it necessary for the 
osteopaths to either dismiss their case or to amend their 
petition along the lines requested in the motion. 

The case of the State Osteopathic Association v. William 
H. Burke, Collector of Internal Revenue was argued before 
the United States Circuit Court of Appeals, in Wichita, on 
January 25th. Justice Sam G. Bratton, Justice Alfred P. 
Murrah and Justice Edgar S$. Vaught heard the cases. Mr. 
S. S. Alexander, United States District Attorney, appeared 
on behalf of the government and Mr. E. H. Hatcher of 
Topeka appeared on behalf of the osteopaths. Major issue 
in the case is whether the law of the state of Kansas 
permits osteopaths to use and dispense narcotics. If the 
court holds that osteopaths are permitted to use narcotics 
in Kansas they will be permitted to register under the 
Harrison Narcotic Act. If the court finds to the contrary 
they will not be permitted to register. 

The Kansas State Board of Registration and Examination 
requested and was granted permission to appear in the 
latter case, on an amicus curiae relation. The Board filed a 
brief prepared by Mr. Theo F. Varner, attorney for the 
Board, with the court on February 3rd. 


1940 MEETING 
The Committee on Publicity for the next annual session 
has prepared the following announcement of arrangements 
for the meeting: 
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A HALLMARK OF QUALITY—A SYMBOL OF TRUST 


For more than a quarter of a century, it has been 
our privilege to work closely with physicians and 
surgeons in designing and manufacturing scien- 
tific supports to meet the physiological, surgical 
and maternity needs of their patients. 

Now as we enter a new year, we again pledge 
ourselves to keep faith with the profession. First, 
by maintaining consistent research to assure 
authentic design; second, by manufacturing 
scientific supports of the finest quality; third, to 


assure correct fitting through regular education 
and training of corsetieres; and fourth, to adhere 
to the policy of ethical distribution. We trust that 
our seal will continue to be your hallmark of 
quality and your symbol of confidence whenever 
scientific supports are indicated. 


President 


Supports. 


S. H. CAMP & COMPANY 


JACKSON, MICHIGAN 
Offices: New York, 330 Fifth Avenue; Chicago, Merchandise Mart; Windsor, Ont.; London, England 
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“Plans are rapidly taking form for the 81st annual ses- 
sion of The Kansas Medical Society which will be held in 
Wichita May 13-16 with the Sedgwick County Medical 
Society as host. 

Eleven guest speakers from Boston, Chicago, St. Louis, 
Iowa City, Rochester, Denver, and Oklahoma City have 
already been secured and several more will be added. The 
Committee on Scientific Work of the State Society is co- 
operating with the local program committee by furnishing 
a number of scientific papers by Kansas physicians. Phy- 
sicians interested in this are asked to submit papers to the 
committee chairman, Dr. John Porter, Concordia. Papers 
should be twenty minutes in length. 

Special stress is being placed upon scientific exhibits and 
it is the aim of the local committee to have thirty or more. 
A new plan this year is being carried out with the presenta- 
tion of “animated” exhibits, which will be lecture-exhibits 
on such topics as fractures, burns, abnormal deliveries, in- 
tubation, pathology of the breast, and heart. 

In the field of entertainment there will be the golf, skeet, 
and trapshooting tournament on Monday the 13th, with a 
stag banquet that evening. Tuesday evening will be the 
time for the alumni roundup, where alumni of the various 
medical schools will gather for a banquet followed by 
something really “different.” We are not allowed to dis- 
close much of the nature of the entertainment, but can say 
that it is an original musical comedy dealing entirely with 
professional themes and there is a money-back guarantee 
that it will be hilarious. 

An innovation which holds much of value for the 
doctor’s secretary, assistant, office girl, amanuensis, or what- 
ever she may be called, is to be held Monday, May 13. This 
will be an all-day meeting with headquarters at the Allis 
Hotel. The program is designed to bring practical sugges- 
tions, aids, and hints to the doctor’s public-buffer—his 
office girl. 

There will be a dramatic presentation to show how the 
patient should be handled by the office assistant from the 
time he comes in until he leaves. There will be a sympo- 
sium covering such subjects as office management, account, 
collections, telephone technique, office housekeeping, etc. 

An excellent speaker has been secured for their lunch- 
eon and time will be allowed for the formation of a state 
organization of physicians’ assistants, which should prove 
to be a most valuable adjunct to the physicians of the state. 

Since such a meeting should increase the efficiency and 
value of the “office girl” it is hoped that physicians over 
the state will urge their assistants to attend and perhaps 
persuade them to do so by paying their expenses. 

The Sedgwick County committees in charge of the 
meeting have been at work for several months laying the 
groundwork for an outstanding session. 

Please encircle the dates—May 13-16—on your calendar 
with the notation “Going to Wichita to the State Meet- 
ing. 


CONFERENCE 


Dr. F. L. Loveland, of Topeka, was elected President 
for the year 1940-41, of the National Conference of 
Medical Services at a meeting of that organization held 
in Chicago on February 11th. 

The organization, which is composed of representatives 
of state medical societies and other medical organizations, 
meets annually for discussion of medical economics and 
similar problems. Dr. Loveland served as secretary of the 
conference during the year 1939 and °40. 


CANCER FILMS 


The Committee on Control of Cancer recently furnished 
to the central office, five film strips on skin cancer which 
will be available for loan to members of county medical 
societies. One of the strips is in color and the other four 
are in black and white. All are thirty-five millimeter in 
size and legends are provided with each. The strips were 
prepared by Dr. H. E. Snyder of Winfield, Dr. Marion 
Trueheart of Sterling and Dr. J. V. Van Cleve of Wichita. 

The major project of the Committee on Control of 
Cancer during this year will be its joint program with the 
Kansas Federation of Women’s Clubs and the Kansas 
Womens Field Army for the presentation of lay talks on 
skin cancer. The committee hopes that each county medical 
society will discuss and complete plans for lay programs of 
this kind. 


ADVISORY COMMITTEE 


A meeting of the Norton Sanitarium Advisory Commit- 
tee was held in Wichita on February 8th. Members present 
were Dr. H. N. Tihen, Dr. Hugh Hope, Dr. F. P. Helm, 
Dr. F. L. Loveland, and Dr. C. F. Taylor. Dr. Loveland 
was elected as chairman and Dr. Hope was elected as sec- 
retary of the committee for the next year. Matters per- 
taining to the medical facilities of the Norton Sanitarium 
and to the coordination of the institution wih the Kansas 
tuberculosis program were discussed. 

The Advisory Committee is an official agency of the state 
of Kansas with powers and duties fixed by statute. 


STATE LABORATORY 


The Kansas State Board of Health recently adopted the 
following new proceedure for the handling of specimen 
examinations through the Kansas State Board of Health 
Laboratory: 

RESOLUTION 

The Kansas State Board of Health hereby instructs 
the state laboratories to furnish laboratory service for 
diagnosis of all communicable diseases at public ex- 
pense to all state and county boards of social welfare 
clients, social security act clients, Works Progress 
Administration clients, and to all other types of public 
assistance clients; to all inmates or patients of federal, 
state, county, or municipal institutions and homes; 
and to all other residents of the State of Kansas who 
find it difficult or impossible to pay the costs of 
laboratory service of this kind in the usual and custom- 
ary manner. 

In order to assist in the provision of this service, 
the Board has approved the following request form 
which will be placed in use effective immediately. 

REQUEST FOR SPECIMEN EXAMINATION BY 
The Kansas State Board of Health Laboratory 

I do hereby certify that it will be difficult or impos- 
(city) .......... (county )..........t0 pay for this exami- 
nation in the usual and customary manner. I request 
therefore, that this test be made for me without 
charge by the Kansas State Board of Health Laboratory. 


(Physician’s signature ) 


(Technical data in regard to test on reverse side of card.) 
The Board, also, instructs the State Laboratories to 
provide laboratory service at public expense and with- 
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out requirements of request forms, to all county and 
city health officers, all employees of the Kansas State 
Board of Health, and all staff members of federal, 
state, county and municipal institutions and homes, 
who desire to utilize the services of the state labora- 
tories in conjunction with their official duty. 

The Board feels, however, that it should not provide 
services of this kind at taxpayers’ expense to persons 
able to provide for themselves. Since for practical 
reasons the Board must leave the determination of this 
question to the physicians of the state, it respectfully 
requests the cooperation of all physicians in making 
certain that state laboratory services are furnished only 
to persons within the above approved categories. 

All regulations in conflict herewith are revoked. 
Major intention of the Board in the above resolution is 
to standardize the use of the laboratory facilities by phy- 
sicians and to save taxpayers the necessity of providing as- 
sistance to those who find it possible to furnish their own 
laboratory services. 


COUNCIL MEETING 


A meeting of the Council was held, in Topeka, on 
January 28th. Officers and Councilors present were: Dr. 
C. C. Nesselrode, Dr. F. L. Loveland, Dr. John Porter, 
Dr. J. W. Randell, Dr. J. L. Lattimore, Dr. Marion True- 
heart, Dr. W. P. Callahan, Dr. F. R. Croson, Dr. L. S. 
Nelson, Dr. G. W. Hammel, Dr. C. D. Blake, Dr. A. C. 
Armitage, Dr. O. W. Davidson, Dr. N. E. Mellencamp, 
and Dr. W. M. Mills. Other member present were: Dr. 
J. M. Mott, of Lawrence; Dr. J. F. Gsell, of Wichita; 
Dr. Hugh Hope, of Hunter; Dr. H. L. Snyder, of Win- 
field; and Dr. P. T. Pettit, of Iola. Mr. Jack Austin, of 
Wichita, and Mr. Clarence G. Munns were also present. 

Dr. Mills presented a report on behalf of the Editorial 
Board; Dr. Porter presented the Secretary’s report and 
Clarence Munns presented a report on behalf of Dr. 
George M. Gray, Treasurer. 

Mr. Austin presented a description of the plans of the 
Sedgwick County Medical Society for the 1940 annual 
state meeting. The Council commended that society for 
the excellent plans it has prepared and authorized any 
financial assistance that might be necessary from the state 
Society. A request from the Kansas Hospital Association 
for permission to combine its 1940 state meeting with the 
Society meeting was unanimously approved. 

Among other matters approved by the Council were 
the following: A decision that the Editorial Board shall 
be authorized to make disposal of Journal review books 
and exchange periodicals in any way it desires; a sugges- 
tion that the President appoint a committee of the Council 
to discuss with the Kansas State Board of Registration and 
Examination ways and means in which the Society can 
assist in apprehending Medical Practice Act violations; the 
appointment of a Society committee to assist in locating 
physicians in places where additional medical facilities are 
needed; an authorization to the Committee on Medical 
Economics to continue its efforts for obtaining an im- 
proved method on indigent medical care; an authorization 
for the Committee on Pharmacy to make arrangements for 
* the Society to be represented at the next United States 
Pharmacopia Convention. 

Mrs. Donald Muir, State Commander of the Kansas 
Women’s Field Army, discussed the plans and program of 
that organization and expressed appreciation for the as- 
sistance the Society has provided in that regard. 

Dr. Nesselrode discussed the present extensive program 


of the Auxiliary, the assistance that can be provided by 
the Society and requested the aid of the Councilors in 
furthering Auxiliary organization. 


APPOINTMENT 


Dr. C. C. Nesselrode, President, recently announced the 
appointment of Dr. J. W. Spearing of Columbus and Dr, 
W. G. Reinhart of Pittsburg as members of the Commit- 
tee on Control of Tuberculosis. 


LECTURE 


The third lecture in the course on medical history being 
given by the University of Kansas School of Medicine is 
to take place on March 4th. Dr. Henry E. Segrist, William 
H. Welch professor of the history of medicine, and direc- 
tor of the Institute of the History of Medicine at Johns 
Hopkins University, will be the guest speaker. Dr. Segrist 
will deliver two lectures, one at four o’clock in the Audi- 
torium of the Hixon Laboratory, on “Founding of the 
Universities” and at eight o'clock he will speak in the 
Auditorium of the Children’s Pavilion on ‘Medieval 
Plagues.” 


SALESMEN 


Several members have advised that they have been 
defrauded by a book salesman who claims to offer a dic- 
tionary in conjunction with magazine subscriptions at a 
particularly reasonable price. 

When last heard of the salesman was calling himself 
R. O. Sanderson and was claiming to be a representative 
of the Publishers Service Company of Chicago. That 
company advises that it has no knowledge of an employee 
by that name. 

The central office would appreciate hearing from any 
members who encounter this person. 

Information has also been received from neighboring 
states regarding other fraudulent salesmen. One of these 
claims to offer office coats at low prices; another is de- 
frauding physicians by paying for eyeglasses with large 
amount forged checks; and several are utilizing the old 
medical racket of taking instruments for repair. 


HEALTH OFFICER 


The County Commissioners of Marion County an- 
nounce the appointment of Dr. David Duncan Holaday, 
formerly of Osage City, on January 8th, to the position 
of full-time health officer of that county. Dr. Holaday was 
graduated from the University of Kansas School of Medi- 
cine in 1935 and recently took a post graduate course in 
Public Health at the Vanderbilt University School of 
Medicine, of Nashville, Tennessee. 


PNEUMONIA PROGRAM 


The Kansas State Board of Health has received accept- 
ances of its pneumonia control program from all most all 
of the areas of the state and representatives of the board 
are attempting to make suitable arrangements in each area 
for the establishment of laboratory and depot facilities. 
The large demand for the program coupled with the 
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small amount of funds available for the current year has 
made it difficult to provide complete serum supplies in 
each county, and the Society Advisory Committee on 
Pneumonia Control has therefore suggested that an attempt 
be made to consolidate several counties under one depot, 
wherever such is possible. A considerable number of 
counties have signified their willingness to cooperate in this 
arrangement. 

Inasmuch as important scientific information can be 
obtained under this program as to the relative and other 
efficacy of sulfapyridine and serum in the treatment of 
pneumonia, the Board and the advisory committee are 
particularly hopeful that all physicians who utilize the 
supplies will fully cooperate in completing the case record 
forms which have been provided. 


MEETING 


The Thirty-Sixth Annual Congress on Medical Educa- 
tion and Licensiire was held in Chicago on February 12-13. 
The following Kansas members attended: Dr. H. L. Snyder 
of Winfield; Dr. M. C. Ruble of Parsons; Dr. J. F. Hassig, 
of Kansas City; Dr. H. E. Haskins, of Kingman; Dr. O. L. 
Cox, of Iola; Dr. F. S. Hawes, of Russell; Dr. J. E. Hen- 
shall, of Osborne; Dr. C. E. Joss, of Topeka; and Dr. H. R. 
Wahl, of Kansas City. 


MEDICO-MILITARY SYMPOSIUM 

The Annual Spring Medico-Military Symposium will be 
presented in Kansas City, Missouri, March 14-15, 1940, 
by the Kansas City Southwest Clinical Society, in conjunc- 
tion with the 7th Corps Area, United States Army and 
this division of the Ninth Naval District. 

Guest speakers who will take part in the medical sec- 
tion of the program are Dr. Alfred Folsom, urologist, 
Dallas, Texas; Dr. F. A. Jostes, orthopedist, and Dr. Ralph 
Kinsella, internist, St. Louis, Missouri; Dr. H. Winnett 
Orr, orthopedist, Lincoln, Nebraska, and Dr. A. A. Zierold, 
surgeon, Minneapolis, Minnesota. Guest speakers for the 
military section of the program have not been announced. 

The Kansas City Academy of Medicine will hold their 
Fiftieth Anniversary dinner, March 15th, with Dr. Allen 
O. Whipple, surgeon, New York City, as their guest 
speaker. This dinner meeting will be open to the physi- 
cians attending the spring symposium. 

Members of the medical profession, both medical reserve 
and non-military, are invited to attend this two day meet- 
ing, registration complimentary. 


TUBERCULOSIS DIRECTOR 


Dr. F. C. Beelman, who has been county health officer 
of Sedgwick County for the past three years, was recently . 
appointed as Director of Tuberculosis Control of the Kan- 
sas State Board of Health and assumed his position on 
February Ist. Dr. Beelman was graduated from the Ohio 
University State College of Medicine in 1935. 


BLIND PROGRAM 
Dr. John A. Billingsley, State Ophthalmologist for the 
Kansas State Board of Social Welfare, recently issued the 
following cumulative report as of January 1st, on examina- 
tions and treatment furnished under the Kansas blind pro- 


gram. 


Examination Program 

No. of persons examined to date 2,357 

No. of eye examinations approved for Aid to the 
Blind 1,710 

No. of eye examinations not eligible for Aid to 
the Blind 637 
No. of eye examinations pending disposition... 4 
No. of cases not accepted 1 
No. on the register not issued to cases.............--- 5 
No. of re-examinations requested and approved 169 

Restoration of Eyesight Program 

Total number of cases declared eligible for treat- 
ment 686 
No. of cases refused treatment 104 
No. of cases under treatment. 104 
No. of cases treatment has been cancelled.......... 19 
No. of cases not eligible after treatment............ 176 
No. of cases continue eligible after treatment... 165 

Total amount authorized for cases now com- 
pleted $26,810.94 

Total amount paid out, as approved for com- 
pleted cases 24,391.20 

Percent 

Doctor’s fees ....$14,749.00—60.46 

Hospital fees ..... 7,670.75—31.44 

Optical fees ...... 1,683.50— 6.93 

Medicines ewes 287.92— 1.17 
Average cost per case 87.10 

Prevention of Blindness Program 

Total number of cases declared eligible for treat- 
ment 192 
No. of cases known to refuse treatment.............. 2 
No. of cases under treatment 64 
No. of cases treatment has been cancelled.......... 1 
No. of cases completed with treatment.............. 59 

No. of cases eligible for aid to the Blind after 
treatment 2 

Total amount authorized for cases now com- 
pleted $ 3,034.50 

Total amount paid out, as approved for com- 
pleted cases 2,777.89 

Percent 

Doctor’s fees ...... $1,773.00—63.82 

Hospital fees ...... 767.25—87.63 

Optical fees ........ 198.00— 7.13 

Medicines .......... 39.64— 1.43 


MEMBERS 


Dr. L. G. Allen, of Kansas City attended the Tenth 
Annual Conference of the American College of Radiology 
in Chicago, February 11th. Dr. Allen is chairman of the 
Committee on Public Relations of that organization. 


Dr. Henry Asher, of Lawrence, has been appointed 
County Health Officer of Sedgwick County to take the 
place of Dr. F. C. Beelman, who resigned to accept the 
Directorship of the Division of Tuberculosis control with 
the Kansas State Board of Health. 


Dr. L. L. Cooper, of Fort Scott, was appointed county 
coroner of Bourbon County, to succeed the late Dr. R. O. 
Crume. 


An abstract of the article “The Intrinsic Purpose of 
X-Ray Therapy” by Dr. O. R. Brittain of Salina, which 
was published in the November issue of the Journal, ap- 
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peared in the January issue of the National Bulletin of 
the American Society for the Control of Cancer. 


An abstract of the article “Primary Sarcoma of the 
Lung with Brain Metastasis” by Dr. Ralph C. Ellis, of 
Kansas City which was published in the June issue of the 
Journal, appeared in the January issue of Radiology. 


Dr. R. L. Gench, of Fort Scott, will leave about March 
lst for Springfield, Illinois, where he will be associated 
with Dr. John J. Donovan. 


Dr. C. Alexander Hellwig, of Wichita, is the author 
of an article entitled “Experimental Goiter Due to Cal- 
cium” which appeared in the January issue of the Archives 
of Surgery. Another article by Dr. Hellwig entitled 
“Histology of Pathology” was published in the December 
issue of Archives of Pathology. 


Dr. Ross B. Mays, of Luray, has returned to Elkhart 
where he has opened offices. Dr. Mays practiced in Elk- 
hardt from 1915 to 1935. 


Dr. M. C. Newman, of Toronto, has accepted a position 
with the United States Government at Bismark, North 
Dakota. 


Dr. Herbert R. Schmidt, of Newton, has been appointed 
county health officer of Harvey county. 


Dr. M. R. Stapp, for several years of Morrill, and 
recently of Battle Creek, Michigan, has returned to Kansas 
where he is located at Galva. 


COUNTY SOCIETIES 


The Shawnee County Medical Society held a meeting 
on February 5th. Dr. Ward Darley, of Denver, Colorado, 
spoke on “Chronic Undulant Fever—Its Incidence, Sym- 
ptomatology, Diagnosis and Treatment.” 


The Clay County Medical Society held a meeting in 
Clay Center on January 24th. Dr. C. C. Stillman of Mor- 
ganville was elected an honorary member of the society. 
The following officers were elected for 1940: President, 
Dr. G. B. MclIlvain; Vice-President, Dr. S. A. Anderson; 
Secretary and Treasurer, Dr. R. B. McVay; Delegate, Dr. 
G. W. Bale; Board of Censors, Dr. D. O. Jackson, Dr. F. R. 
Croson, and Dr. G. B. Mcllvain. 


The Marion County Medical Society held a meeting in 
Marion, on January 10th. Dr. A. C. Eitzen, of Hillsboro, 
presented a paper entitled “Oxygen in the Treatment of 
Intestinal Obstruction.” Dr. R. R. Melton, of Marion, dis- 
cussed “The Administration of One Hundred Per Cent 
Oxygen.” Mr. Tom Anderson of the Linde Air Products 
showed motion pictures on various methods of administrat- 
ing oxygen. 


The Lyon County Medical Society held a meeting on 
February 6th, in Emporia. Dr. J. H. Danglade, of Kan- 
sas City, spoke on “Use and Abuse of Certain Cardiac 
Drugs” and Dr. F. C. Helwig, of Kansas City discussed 
“Certain Medicolegal Aspects of Acute Alcoholic Intoxica- 
tion.” 


The Dickinson County Medical Society elected the fol- 
lowing officers at their January meeting: President, Dr. W. 
‘A. Klingberg, of Hope; Vice-President, T. R. Conklin, of 
Abilene; Secretary-Treasurer, H. R. Turner, of Hope. 


The Sedgwick County Medical Society held a meeting 
in Wichita, on February 6th. Dr. V. L. Pauley, of Wichita, 
spoke on “Problems in Thyroid Surgery” and Drs. T. W. 
Weaver and W. G. Gillett, of Wichita, spoke on “Lesions 
of the Visual Pathways.” Speakers for the February 20th ‘ 
meeting of that society will be Dr. Francis Carmichael, of 
Kansas City, Missouri, and Dr. Thomas Butcher, of Em- 


poria. 


The Nemaha County Medical Society held election of 
the following officers at their meeting on January 23rd: 
President, Dr. S. M. Myers, of Corning; Vice-President, 
Dr. Martin Rucker, of Sabetha; Secretary-Treasurer, Dr. 
F, E. Wrightman, of Sabetha; Delegate, Dr. Harry Gray, 
of Seneca; Alternate, Dr. Clemens Rucker, of Sabetha. 


The Pratt County Medical Society held a meeting on 
December 22, at which the wives were entertained. The 
following officers were elected: President, Dr. Herbert 
Atkins, of Pratt; Vice-President, Dr. J. R. Campbell, of 
Pratt; Secretary-Treasurer, Dr. Athol Cochran, of Pratt. 


The Allen County Medical Society met at Iola on De- 
cember 20. The following officers were elected for the year 
1940: President, Dr. J. T. Reid of Iola; Vice-President, 
Dr. J. J. Michalak of Humboldt; Secretary, Dr. O. L. Cox 
of Iola; Treasurer, Dr. F. L. B. Leavell, of Iola; Censor, 
Dr. F. X. Lenske of Iola; Delegate, Dr. L. F. Schmaus of 
Iola and Alternate Dr. J. T. Reid. 


The Wyandotte County Medical Society held election of 
officers for the year at a meeting of that society December 
19th. Dr. Fred E. Angle of Kansas City was elected 
President; Dr. E. F. DeVilbiss of Kansas City, Vice- 
President; Dr. P. E. Hiebert, of Kansas City, Secretary; 
Dr. Thomas Richmond, of Kansas City, Treasurer, and 
Dr. A. J. Rettenmaier, of Kansas City, Censor. At the 
February 6th meeting of that society Dr. P. M. Krall of 
Kansas City, discussed “Essential Factors in the Production 
of Edema.” Drs. T. R. Hamilton and W. J. Feehan will 
be the speakers of the February 20th meeting. 


The Mitchell County Medical Society held a meeting 
January 24th at which the following officers were elected: 
President, Dr. H. B. Vallette, of Beloit; Secretary-Treasurer, 
Dr. H. L. Collins of Beloit; Delegate, Dr. Hugh Hope, 
of Hunter. Dr. D. C. Wakeman, of Topeka, was the 
speaker of the February 8th meeting of that society. Dr. 
Wakeman’s subject was “Serum Treatment of Pneumonia.” 


The Ford County Medical Society held a meeting, in 
Dodge City, on January 12th. Dr. Gilbert Little, of 
Wichita, spoke on “Management and Treatment of the 
Nervous Patient.” The following officers were elected: 
Dr. C. E. Bandy, of Bucklin, President; Dr. J. B. Ungles, 
of Satanta, Vice-President; Dr. R. E. Speirs, of Dodge City, 
Secretary; Dr. J. G. Janney, of Dodge City, Treasurer; 
Dr. V. B. Dowler, of Dodge City, Censor; and Dr. R..G. 
Klein, of Dodge City, Delegate. 


The Anderson County Medical Society held a meeting 
in Garnett in January with election of the following offi- 
cers: Dr. H. F. Spencer, of Garnett, President; Dr. R. D. 
Fraker, of Garnett, Vice-President; Dr. John N. Carter, of 
Garnett, Secretary-Treasurer. 


The Marshall County Medical Society met January 25th 
in Marysville, where the following officers were elected for 
the year 1940: Dr. D. M. Difendorf, of Waterville, 
President; Dr. R. L. McAllister, of Marysville, Vice- 
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serie Behind 
MERCUROCHROME 


(dibrom-oxymercuri-fluorescein-sodium) 
<> is a background of 
Precise manufacturing methods in- 
suring uniformity 
Controlled laboratory investigation 


Chemical and biological control \f 
each lot produced 


Extensive clinical application 


Thirteen years’ acceptance by th 
y P y 
Council of Pharmacy and Chem- 
istry of the American Medicai 
Association 


A booklet summarizing the impor- 
tant reports on Mercurochrome and 
describing its various uses will be 
sent to physicians on request. 


Hynson, Westcott & Dunning, Inc. 
BALTIMORE, MARYLAND 


REPRINT PRICE LIST 


Reprints from articles in the 


KANSAS MEDICAL JOURNAL 


All Reprints are made the same size as 
Journal pages, 734 x 101 inches. 
Transportation charges on reprints are 
to be paid by the Author 
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ACROSS LIGHT THRESHOLDS WITH THE 


The Feldman Adaptometer 
offers you a means of making bi- 
nocular tests of the light thres- 
hold. It is a qualitative instru- 
ment providing a quick method 
of definitely determining the pre- 
sence of night blindness and rapid 
differentiation between normal 
and abnormal dark adaptation 
cases. 

The Feldman Adaptometer is 
another “‘made by American’’ 
diagnostic instrument that you’ll 
find very valuable in a> 
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President; Dr. H. H. Haerle, of Marysville, Secretary- 
Treasurer. 


The Riley County Medical Society held election of 
the following officers at their January meeting in Man- 
hattan: President, Dr. K. J. Gleason, of Manhattan; 
Vice-President, Dr. W. M. Reitzel, of Manhattan; Secre- 
tary-Treasurer, Dr. O. M. Heiberg, of Manhattan; Censors, 
Drs. M. W. Husband, W. M. Reitzel, and Darrel Evans. 


DEATH NOTICES 


Dr. David Walker Basham, 85 years of age, died on 
January 17th at his home in Wichita of a heart attack. Dr. 
Basham was born at Clifton Mills, Kentucky in 1854. He 
was graduated from the Kansas City Medical College in 
1884 and from the New York Medical School in 1892. 
He has practiced in Wichita since 1902. Dr. Basham had 
six sons all of whom became doctors of medicine. Dr. 
Basham was a member of the Sedgwick County Medical 
Society, of which he was President Emeritus. 


Dr. Ferdinand G. Bartel, 45 years of age, of Newton, 
died on November 26th of a sarcoma. Dr. Bartel was 
graduated from the University of Kansas School of Medi- 
cine in 1925. He was a member of the Harvey County 
Medical Society. 


Dr. Albert B. Lewis, 82 years of age, of Hamil- 
ton, died on October 28th of pneumonia. Dr. Lewis was 
graduated from the Medical College of Indiana, at India- 
napolis, Indiana, in 1882. He was a member of the Lyon 
County Medical Society. 


Dr. George McClellan Liston, 75 years of age, of 
Baldwin, died on December 18th of heart disease fol- 
lowing an operation. He was born at Willow Branch, 
Indiana, on November 8, 1864, and was graduated from 
the Medical College of Indiana in 1892, and of the Hos- 
pital College of Medicine, Louisville in 1896. He was an 
honorary member of the Douglas County Medical Society. 


Dr. James Naismith, 78 years of age, died on 
November 28th of cerebral hemorrhage, at his home in 
Lawrence. Dr. Naismith was graduated from the Gross 
Medical College, of Denver, Colorado, in 1898. He was 
known to thousands of the University of Kansas students 
for his courses on hygiene and similar subjects and to 
thousands of others for his invention of the game of 
basketball. He was an honorary member of the Douglas 
County Medical Society. 


BULLETINS 


The following bulletin was issued on February 9th by 
the Committee on Scientific Work: 

The Committee on Scientific Work wishes to again 
call to your attention the opportunities existing for 
members of the Society to gain recognition for 
scientific efforts through the committee’s various con- 
tacts. Encouragement of younger men in particular 
should be urged through county groups. 

The Program Committee of the Sedgwick County 
Medical Society has asked that several Kansas men ap- 
pear at the state meeting in May. Papers should be 
limited to a presentation time of about twenty min- 
utes. Some of these have been selected, but any worth- 
while effort of a member of the state Society will be 
considered if it can be in the hands of the Committee 
on Scientific Work by March 1. 


An excellent choice of out-of-state speakers has 
been made by the Program Committee of the Sedg- 
wick County Medical Society. They have left the 
choice of in-state speakers very largely to our own 
membership. If we are to equal the standard they have 
set we must have the cooperation of the various county 
medical societies. The work is being done in the state 
and the speakers are here. It only remains for the 
proper committees to be informed and the various men 
to be urged to submit theiz efforts. 

Papers reaching us too late, not suitable to the state 
meeting because of length, or for any other reason 
will be considered for publication in the Journal of 
the Kansas Medical Society, or for presentation be- 
fore county and district meetings throughout the 
state. In this latter regard, the committee desires to 
serve you whenever possible in a double capacity, 
either supplying you with speakers for your own 
meetings or seeing that your members who can make 
the right kind of talks are available for other societies. 

We would appreciate your making this information 
available to your members, either in whole or in part, 
at your earliest opportunity, and any individual effort 
you may be able to make will be doubly appreciated. 


ANNOUNCEMENTS 


The Annual Postgraduate Clinics of the University of 
Kansas School of Medicine will be held March 18 to 21, 
inclusive. Presentation of clinical cases with emphasis on 
therapy will be a feature of the courses. An effort will be 
made to demonstrate therapeutic procedures that the gen- 
eral practitioner can apply to his office practice, among 
which may be mentioned: 

Rectal surgery; treatment of hemorrhoids, rectal tags and 
ulcers; use of the sigmoidoscope; ulcerative colitis and 
lymphogranuloma venereum. Injection of varicose veins. 
Special treatment clinic: administration of arsphenamine, 
bismuth, theelin, liver extract, blood transfusion and 
venoclysis. Allergy clinic. Endocrine and obesity clinic. 
Traumatic surgery: fractures; application! of plaster casts. 
Minor surgery: demonstration of local anesthesia in sur- 
gery of ingrown toenail, sebaceous cyst and biopsies, etc. 
Gynecological clinic: treatment of endocervicitis, menor- 
rhagia and sterility; cancer. Demonstration of pneumotho- 
rax in tuberculosis; tuberculin testing; childhood tuber- 
culosis and its management. Genito-urinary clinic: dif- 
ferential diagnosis in urethritis, demonstrating staining 
methods; cystitis; catarrhal prostatitis; caruncles and stric- 
tures of the female urethra; demonstration of the use of 
the cystoscope. Arthritis clinic: presentation of cases 
illustrating various types of arthritis; discussion of thera- 
peutic results from chaulmoogra oil, salicylates, vaccine, 
stilbestrol, sulphur and gold. Cancer clinic: pathological 
specimens of malignant and benign breast tumors; surgical 
and roentgen therapy. Physical therapy of neuritis, arthritis 
and skin diseases. 

Common diseases of the eye, ear, nose and throat; sul- 
fanilamide therapy; sulfapyridine in pneumonia; surgical- 
pathological conferences and common diseases of the skin. 

Kansas physicians are invited to write to the Committee 
on Postgraduate Clinics relative to the courses in which 
they are interested. A complete program will soon be 
ready and will be sent on request. There will be no regis- 
tration fee. 

For further information write, Hugh L. Dwyer, M.D., 
Chairman Committee on Postgraduate Clinics, School of 
Medicine, University of Kansas, Kansas City, Kansas. 
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This page is the second of a series on vitamin deficiencies presented 
by the research division of The Upjohn Company because of the 
profession's widespread interest in the subject. A two-page insert 
on the same subject appears in the February 17 issue of The 
Journal of the American Medical Association. 


Manifestations of Vitamin A Deficiency 


One of the early manifestations of vitamin A 
deficiency is nyctalopia, a loss of visual acuity 
in dim light. While several pathologic states 
(retinitis pigmentosa, toxic amblyopia, de- 
tachment of the retina) also produce night 
blindness, vitamin A deficiency is probably 
the most frequent cause. After exposure to 
the blinding glare of a bright light the nor- 


f mal eye adapts itself relatively quickly to 

lowered illumination. In nyctalopia due to 

: vitamin A deficiency, the time 

required for recovery of visual 

In otherwise normal eyes, | 

dark adaptation by means of the | : . \ t Lower line shows 

‘ biophotometer has been sugges- | : 

. as a method of discovering 

a 

. Pathologic epithelial changes produced by vitamin A 

¢ deficiency are illustrated by the photomicrographs of 

, turbinate mucous membrane taken from normal and vita- 

5 min A deficient monkeys. The progressive pathologic 

. process consists of atrophy of 

il the epithelium, reparative 

; proliferation of the basal cells 
and finally, as depicted in the 

Above, stratified, keratinizing epi- | upper photograph, replace- 

h monkey; at right, normal mucosa. | fied, keratiniz- 

ing epithelium. 
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The American Board of Obstetrics and Gynecology: 
Announces the general oral and pathological examinations 
(Part II) for all candidates (Groups A and B) will be 
conducted by the entire Board at the Atlantic City Hospital, 
Atlantic City, New Jersey, from Friday, June 7, through 
Monday, June 10, 1940, prior to the opening of the annual 
meeting of the American Medical Association in New York 
City on Wednesday, June 12, 1940. Candidatessare re- 
quested to note that the dates of the examinations have 
been advanced one day from those previously announced. 
Application for admission to Group A, Part II, examina- 
tions must be on file in the Secretary’s Office not later than 
March 15, 1940. 

Formal notice of the time and place of these examina- 
tions will be sent each candidate several weeks in advance 
of the examination dates. 

Candidates for re-examination in Part II must make 
written application to the Secretary’s Office before April 15. 

The annual dinner of the Board will be held in New 
York City on Wednesday evening, June 12, 1940, at the 
Hotel McAlpin. For further information and application 
blanks, address Dr. Paul Titus, Secretary, 1015 Highland 
Building, Pittsburgh (6), Pennsylvania. 


AUXILIARY 


PRESIDENT’S MESSAGE 


At our Wyandotte County President’s party, it was very 
encouraging and inspiring to me to hear our President of 
The Kansas State Medical Society, Dr. C. C. Nesselrode, 
announce publicly that the Auxiliary was a boone to the 
medical profession and that he was heartily in favor of 
such an organization. After about fifteen years we are 
making ourselves needed. This has come about, perhaps, 
through our Public Relations Committees. The efforts put 
forth in our respective units before our last legislature 
proved our worth. We really have a place to fill and a 
job to do. Let us serve. 

My earnest hope is, that these doctors who know our 
value will sincerely interest those who have not yet come 
to that realization and help us to establish Auxiliaries in 
many more counties. As organized groups more can be 
accomplished than through lone individuals. 

DOCTOR are YOU represented in the AUXILIARY 
TO THE KANSAS MEDICAL SOCIETY? 

Mrs. L. B. Spake. 


AUXILIARY NOTES 


The Wyandotte County Auxiliary met January 12 for 
luncheon and business meeting at the home of Mrs. P. M. 
Krall. Mrs. E. D. Williams reported favorable progress in 
the Hygeia campaign. Mrs. Ray Busenbark spoke on the 


~ 


literature. 


DEPENDABLE PRODUCTS /: PHYSICIANS 
PRESCRIBE OR DISPENSE ZEMMER 


Pharmaceuticals, Tablets, Lozenges, Ampoules, Capsules, Ointments, etc. Guar- 
anteed reliable potency. Our products are laboratory controlled. Write for 
Chemists to the Medical Profession 


THE ZEMMER COMPANY, Oakland Station, Pittsburgh, Pa. 


importance of the work of the Public Relations Commit. 
tee and the necessity of the entire membership lending 
whole-hearted cooperation to the project of that vital com- 
mittee. Mrs. Busenbark announced plans for a public rela- 
tions tea. After the business meeting Miss Viola Garret 
gave an account of her vacation trip through the Scandi- 
navian countries. 


The Sedgwick County Auxiliary met at their regular 
luncheon meeting January 8, at the Innes Tea Room, 
where plans were made for the guest day tea to be held 
February 12. Auxiliary members who assisted with ar- 
rangements for the medical society’s Christmas party were 
Mmes. J. S. Reifsneider, general chairman; Chas. Rom- 
bold, C. K. Wier, Allen Olson, R. L. Drake, R. A. West 
and E. C. Rainey, decorations and menu; J. W. Cheney, 
game room. 

Mrs. A. E. Bence was hostess and Mrs. W. T. Elnen 
program chairman at the luncheon meeting. 


EDITORIAL NOTES 


The need of intensifying public relations work is all 
too obvious if one has close relations with lay minds. As 
an example a Kansas doctor received a letter from an old 
friend who is noted for his wide scope of reading and 
progressive ideas. In this letter the erudite friend strongly 
advocated socialized medicine and condemned the A.M.A. 
for its attitude toward such a movement. The doctor was 
astonished at his friend’s vehement argument as he is a 
man usually moderate in expression. He concluded that 
his correspondent had been reading inaccurate statements. 
He immediately stuffed a manila envelope with pamphlet 
literature, added an argument of his own and sped to the 
mail. 

A few days later he received another letter from his 
erudite friend saying that the literature sent had been 
carefully read, that the data presented threw an entirely 
different light on the problem. But, again, he condemned 
the doctors: ‘Why don’t you broadcast your facts and 
arguments in such a manner that the average citizen will 
know about them? Get into the national magazines, get 
into the daily press. The other side does, and their sophis- 
tries are convincing unless one is fully informed.” 


Mrs. Daisy S. Mossiman, National Chairman Public 
Relations Committee, because of the urgent necessities in- 
volved has issued a special bulletin to all State Chairmen 
of Public Relations. 

With typical political maneuvers disregarding fairness 
and truth certain proponents of the Wagner Bill have 
solicited women’s organizations such as the Federated 
Clubs, P.T.A., etc., asking them to formally approve the 
bill and so notify their Congressmen. 
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86c out of each $1.00 gross income 
used for members benefit 


Physicians Casualty Association BACK BRACE 
Physicians Health Association 
HOSPITAL 


For correction of faulty posture, 
severe sacro-iliac strain, and convales- 
cent treatment of fracture of spine. 


For ethical practitioners exclusively 
(50,000 POLICIES IN FORCE) 
Liberal Hospital Expense Coverage for $10.00 Per Year 


$5,000.00 accidental death 
$25.00 weekly indemnity, health and accident per year 


$10,000.00 accidental death For 
$50.00 weekly indemnity, health and accident 


$15,000.00 accidental death 


$75.00 weekly indemnity, health and accident _ per year 


ae years under the same management 
$1,850,000 INVESTED ASSETS P. W. HANICKE MFG. CO. 


$9,000,000 PAID FOR CLAIMS 
$200,000 deposited with State of Nebraska for 
protection of our members. KANSAS CITY, MO. 
need not be incurred in line of duty—benefits 
from the beginning day of disability. 
Send for applications, Doctor, to Tel. Victor 4750 
400 First National Bank Building Omaha, Nebraska 


Disability 


The beauty and quietness of the environment of Oakwood Sanitarium cannot be over 
emphasized. This makes the Institution ideal not only for nervous and mental patients but 
for convalescents and rest cures as well. Alcoholics and drug addicts are accepted. 
Illustrated Booklet and Rates on Request 
OAKWOOD SANITARIUM 
Tulsa, Oklahoma, Route 6 
SMITH, M.D. 


NED R. 
Resident Medical Director 
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Mrs. Mossiman asks Auxiliary members to combat this 
movement and gives comprehensive directions for so 
doing. Her letter of advice and instruction should be 
immediately read to or by all members even if it is neces- 
sary to call special meetings. 

Mrs. W. G. Emery, Chairman, 
Press-Publicity. 


A.M. A. AUXILIARY 


The 18th Annual Convention of the Women’s Auxiliary 
to the American Medical Association will be held in New 
York City, June 10-14, 1940, with headquarters in the 
Hotel Pennsylvania. In view of the fact that the second 
edition of the World’s Fair will accelerate advance hotel 
reservation, it is urged that reservations be made imme- 
diately thru the Housing Bureau which has been set up by 
the American Medical Association, namely Dr. Peter Irving, 
Room 1036, 233 Broadway, New York City. 


THE STOKES HOSPITAL 


ALCOHOLIC treatment destroys the craving, restores the 
appetite and sleep, and rebuilds the physi "and nervous 
condition of the patient. Liquor withdrawn gradually; no 
limit on the amount necessary to prevent or relieve delirium. 

MENTAL patients have every comfort that their home 


affords. 

The DRUG treatment is one of gradual Reduction, it Pon 
lieves the constipation, restores the appetite and sleepi, with: 

wal pains are absent. No Hyoscine or rapid w 
methods used unless patient desires same. 

NERVOUS patients are accepted by us for observation 
and diagnosis as well as treatment. 

E. W. STOKES, Med. Dir. 


923 Cherokee Rd., Louisville, Ky. Phone High 2101-2102 
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/E.Iste COMPANY 


KANSAS CITY, MISSOURI 


ISLE BUILT LIMBS 


Approved by the 
American College of Surgeons 
Each Amputee Is Individually Fitted 
in Order to Give Comfort and 
Satisfaction 


JOHNSON HOSPITAL 
CHANUTE, KANSAS 


Complete Clinical 
Laboratory 
Radium 

X-Ray 


Grandview Sanitarium 


KANSAS CITY, KANSAS, (26th St. and Ridge Ave.) 


A High Grade Sanitarium and Hospital of 
super accommodations for the care of: 
NERVOUS DISEASES 
MILD PSYCHOSES 
THE DRUG HABIT 
AND INEBRIETY. 


Situated on a 20-acre tract adjoining City Park 
of 100 acres. Room with private bath can be 


The City Park line of the Metropolitan Railway 
within one block of the Sanitarium. 
agement strictly ethical. 


Telephone: Drexel 0019 


SEND FOR BOOKLET 


E. F. DeVILBISS, M.D., SUPT. 


OFFICE, 1124 PROFESSIONAL BLDG., KANSAS CITY, MO. 
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I, 
Luziers Facial Sewice 
REPARATIONS by Luzier are selected to suit the 
individual's cosmetic requirements and prefer- 
ences with purpose to achieve for her the best pos- 
sible cosmetic effect. Detailed information upon re- 


quest, and in specific cases samples of raw materials 
for patch testing. 


BEAUTY PREPARATIONS BY LUZIER 
ARE DISTRIBUTED IN KANSAS BY: 


C. B. BURBRIDGE, Divisional Distributor 
Lincoln, Nebraska 


DISTRICT DISTRIBUTORS 


EDWIN S. KIMMEL 
714 Ella Street 
Beatrice, Nebraska 


SUB-DISTRIBUTORS 

LAURA CUDDY MARY I. GREENE 
614 Freemont Street 301 West Fifth Street 
Manhattan, Kansas Junction City, Kansas 
MYRA KIMMEL ELSIE HARING 

714 Ella Street 10 East Tenth Street 
Beatrice, Nebraska Hutchinson, Kansas 

MABLE SEARS 


909 E. Elm Street 
Salina, Kansas 
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ADVERTISING NEWS 

The General Electric X-Ray Corp, of Chicago, Illinois, 
recently reported in brief, from a paper delivered before 
the Radiological Society of North America at its Atlanta 
meeting. “Reporting on a study of 1610 cases, on which 
both regular 14x17-inch radiographs and 4x5-inch photo- 
grahs of the fluorescent image were made from compara- 
tive diagnosis, their method of photoroentgenography was 
characterized as a “type of examination which can be 
applied . . . to large numbers rapidly and economically,” 
having “definite advantages over certain other x-ray 
methods,” which can be applied directly without pre- 
liminary tuberculin testing,” and which offer a practical 
method for case finding in tuberculosis for use in surveying 
large numbers in susceptible groups.” 


Comparing the new method with other means of group 
survey work, the survey points out that, in common with 
other x-ray methods, it requires only one visit by the 
patient, while several are needed in other tuberculin test- 
ings, results in a permanent record, is more economical, 
is less expensive and easier handled then sensitized paper, 
and more accurate than fluoroscopy alone. Authors of the 
paper were Drs. Hollis E. Porter, of Chicago, and Bruce 
H. Douglas and Carl C. Birkelo, of Detroit. 

Special equipment was designed by the General Elec- 
tric X-Ray Corp. and a 4x5-inch film with an effective 
focal range slightly smaller was developed. By careful 
calculation it is estimated that the cost of materials for this 
“minature film” is one-tenth that for regular 14x17 radio- 
graphs of the chest. 


The Lassen’s dining service enjoys a 
well-won reputation for an excellence 
of food and service the most exacting 
guest can require. Here the leading 
conventions, of professional and busi- 
ness men are held. The Lassen cordially 
invites the members of The Kansas 
Medical Society to sojourn at this fine 
hotel when visiting Wichita. 


HENRY HAYN, MANAGER 


HOTEL LASSEN 
Wichita, Kansas 


| Cook County 
_ Graduate School of Medicine 


(In Affiliation with COOK COUNTY HOSPITAL) 
| Incorporated not for profit 


ANNOUNCES CONTINUOUS COURSES 


| SURGERY—Two Weeks Intensive Course in Surgical 
Technique with — on ~ tissue every two 
weeks. General Courses One, Two, Three and Six 
Months; Clinical Course; Special Courses. 

_ MEDICINE—Personal One Month Course in Electrocar- 
diography and Heart Disease every month, except 
August. Intensive Persomal Courses in other ‘subjects. 

FRACTURES & TRAUMATIC SURGERY—Ten Day In- 
tensive Course starting April 22, 1940. Informal 

Course Every week. 

1940. One 


Week Personal Course Vaginal p to Pelvic 

Surgery, April 8, 1940. 

OBSTETRICS—Two Weeks Course April 8, 1940. In- 
formal Course every week. 

OTLARYNGOLOGY—Two Weeks Course starting April 
8, 1940. Informal course every week. 

| 1940. Informal Course every week. 

cverosceey—tm Day Practical Course rotary every 
two weeks. One Month and Two Weeks Course in 
Urology every two weeks. 

Courses X-Ray Interpreta- 
tion, Fluoroscopy, Deep X-Ray Therapy every week. 

GENERAL, INTENSIVE AND SPECIAL COURSES IN 

ALL BRANCHES OF MEDICINE, SURGERY AND 
THE SPECIALTIES. 


TEACHING FACULTY—ATTENDING STAFF OF 
COOK COUNTY HOSPITAL 
Address: Registrar, 427 South Honore Street, 
Chicago, Illinois 
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COPYRIGHT 1939 MEAD JOHNSON & CO. 


“I DON’T LIKE SPINACH”’ 


Pablum tastes good and is 12 times richer than spinach as spinach did not increase iron storage in the body, but 
in total iron content besides having 214 times the soluble clinical studies of children have demonstrated that 


iron.':? Investigations by Stearns and Stinger, Schlutz, the iron in Pablum is present in available form. *4°*" 


and Cowgill show that even such an iron-rich vegetable '’ Bibliography on request 
MEAD JOHNSON & COMPANY, Evansville, Indiana, U.S.A. 
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